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EXETER 


THIs paper embodies the results of an investigation into the cause 
of atrophic rings which are occasionally found around the optic 
disc. No attempt has been made to find out the rarer cases of this, 
only the ordinary cases such as occur in every-day practice have 
been considered. In effect this has confined the paper to glaucoma, 
cavernous atrophy, and a certain kind of retinal atheroma. Of 
two cases of macular degeneration in this period, one pair of eyes 
were otherwise normal the other had narrowed vessels, neither had 
atrophic rings; they are not included in this paper. 

The material studied was the eyes of 826 consecutive patients 
over 50 years of age. This group was a random group as far as the 
writer is concerned but not on the part of the patients. They were 
private patients, and were self selected on the grounds of finance, 
symptoms and social inclination, including in the last heading the 
fact that in private practice the women outnumbered the men far 
out of proportion to their proportions in the general population 
of the same age group. This is well shown in Table I, which is a 


& comparison of the numbers of the two sexes in the 826 group at 


different ‘ages with the percentages in the various age groups in 
Great Britain in the 1940 Census estimate. Taking 1 as the unit 
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for men, it Will-be Seen that in the 826 group the figure| for women 
is 2-17 as comparéd with 134 in the Census. The’ figures must be 
taken with this being borne in mind. In Table II to give a com- 
‘parison of the incidence of the three conditions dealt with, the 
figures for men are multiplied by 566/260; so that the figures for 
men are as if for 566 men, the, pupiper ¢ the wemen in the whole 


group. 
»» TABLE 1 
Goins of 826 Sieteoite 


= 





‘ Males Females Totals 
All ages Males Females Totals 100 100 100 
per'cent. percent. per cent. 
51-60 yrs. ... ee 205 294 89 98 9°5 
61-70 ie .-. 3 SE ¥99: . 4 203 9a 9°5 9°5 
71-80 “ee oye 123... 186 63 58 > 
81-90 See pga Cn eS 36 49 1.3 1°85 L 
91 ; A ot 1 3 4 “O1 Ors 0° 


Totals eet, gugake 26°0 27'1 


Census groups—1940. 


50-59 yrs. ... es 12°0 12°0 
60-69 ak Se 9°0 9°0 
70-79 Fee a es 4'1 4°8 
80-89 sae gh o9 ee 


——— _—— 


Totals 50-89 yrs... 26'0 27°1 
Allages~ ... ey. 100 100 100 


per cent. ‘percent. percent. 





Table I is also to try out whether the age sex groups in the cases 
dealt with are near those in the general population for the same 
ages. The total percentage of the case groups is taken.to be the 
same as that of the same age groups in the 1940 census estimation, 
and the percentage of the different ages calculated. It will be seen 
that .at about..70 years the: percentage is about the same as the 
general population, at an earlier age it is decidedly less, after 70 
it is rather higher, The comparative freedom from disease in the 
earlier period, and its greater incidence in later years will explain 
the discrepancy, 

The-type of retinal atheroma dealt with is that in which the ves- 
sels are straight and, narrow. In this form the fields are often con- 
tracted, sometimes irregularly so... There is usually no haemorr- 
hage nor any white spots in this type, and this was so in the group 
presented here. The symptoms are minimal, the patients often 
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see well but tire easily when reading. During circulatory failure 
vision may be affected, varying with the condition of the heart. 

“The narrow.-white ring around.the optic disc and contiguous to 
it is a well known condition. W. A. Frost gave illustrations of it 
as it appears in chronic glaucoma (Fundus Uculi, ed. 1896, Figs. 
105-6-7.)' His outlines are rather too smooth; of the apparent size 
of one to two millimetres, its outline is usually crenated. It may 
extend around the whole disc or, if not complete, be in one or more 
portions. In this paper it is measured by the clock hours it sub- 
tends. If it is in two or more portions these are added together, 
Thus a complete ring is recorded as 12, its absence as 0. 

The fields in glaucoma and cavernous atrophy are given as the 
average radii of the 3/1000 white field, the normal being 41°. ‘The 
blind spots are similarly shown, by*the angle of the average of 
eight radii, the normal being 5°. 

The eyes aré classified according to the presen¢e or absence of 
atrophic rings, and the normality or narrowing of the retinal ves- 
sels. The narrowing of the vessels is not always present in equal. 
amounts over the retina; it may affect some vessels or parts of some 
vessels; if it is present in any part that eye is classified as having 
narrow vessels. ; 


TABLE II (Persons) 


Corrected for sexes—566 men and women 
MEN— 

Diseases Ages 51-60 61-70 71-80 81-90 Totals 
Cavernous Atrophy ... — oa se —_ —_ 
Glaucoma. _ ... Shee: 9-555 ta 214..> , 4°28 ahi 65 
Retinal Atheroma ....0 — 11°0 6'5 sai 17°5 


WoMEN— 
Cavernous Atrophy fees 3: 6 
Glaucoma 5 ae ih soo 3 
Retinal Atheromna 33. 3 7 
Chance ’ 
Retinal Atheroma “5 ’ 1 in 80 Highly significant 
Cavernous Atrophy 0 6 1 in 64 ; Highly significant 
Glaucoma 6'5 Liin-4°2 Not significant 


From Table II it may be deduced that, while glaucoma is:not 
specially more frequent in One'sex than the other, retinal atheroma 
is decidedly more frequent in men than in women, while, the .re- 
verse is: the case with cavernous atrophy. 

Table II] shows the classification of the cases according to the 
diseases and symptoms.’ There were .26 persons in the $20. cases 
who had 50 affected eyes; one eye having cataract; another was 
normal, these:two are not included. 
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TABLE III 
No RINnGs 
Cavernous Atrophy © Normal vessels Narrow retinal vessels 
Case Nos. og Heit 72 3 4 
3/1000 field radius. ... 40 20. 20 29. 16 
Blind spot radius ..Ann, 58 B.O 5°38 Ann. 
Glaucoma , ; 
Case. Nos. ne Rey poe 7 8 9 
3/1000 field radius... 26 too small 34 4 
Blind spot radius nos. ce B.O. 5°8 too small 
Retinal Atheroma 
Case Nos. ary =a 10-22 incl. 
ATROPHIC RINGS. 


Cavernous. Atrophy 


Normal vessels Narrow retinal vessels 

Case nos. ... (ge Be 24 25.26 27...28. 29 30 

3/1000.field radius .... 29 36. 34 30 25. 25 4 O 

Rings blind spot rad, 50 50 82 6 66 6'6 BO too small 

Rings ae 6 O. FAG gy eS SS. a 

Glaucoma 

Case nos. ... ee Bhs /3e.. 33 34 35 36 

3/1000 field radius... 25 25 17 20 9 2 

‘ Blind spot radius ... too BO BO BO toosmall BO 
small 

Rings oie isa FAD 12 12 12 


Retinal Atheroma 

Case nos. ... ‘5 37-50 inclve. 

Rings ¥Ele cad 3 95425 55,758 5 5.5::5: 6 6 
7 10 


In the table a difficulty arises in the recording of the blind spots, 
because the worst cases have the blind spot broken out through 
the 3/1000 isopter, when it is recorded as BO, or there is an annu- 
lus from the blind spot around the fixation point, when it is marked 
““ ann,” or the isopter has receded within the latitude of the blind 
spot, when it is marked ‘‘ too small.’’ The following is the domin- 
ant feature of the table; of the eight cases of cavernous atrophy 
seven have narrow vessels, only one has normal. This gives a 
chance happening of one in 32, a decidedly smaller chance than 
the 5 per cent, which is the usual limit of chance employed; so 
that there must be some causal relationship in this coincidence. 

By definition all the atheroma cases have narrow vessels, that is 
the sign by which they are identified ; of these fourteen have partial 
atrophic rings, thirteen have none. Whereas the incidence of 
rings in the whole group of 1,640 eyes is 28, within the atheroma 
group it is 50 per cent. Obviously this is statistically significant in 
relation to the 1,640 eyes, there is a causal relationship between the 
atheroma and the rings. 

The other groups are small and well divided between the narrow 
and the normal vessels. 
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TABLE, 1V 


Serial Nos, Increase in rings Panag 
from to operation 
GLAUCOMA 
51 3 9 3 
52 0 12 6 
53 0 4 6 
54 0 8 6 
55 0 0 2l 
56 0 11 21 
33 12 12 9 
34 i 12 9 
No. of 
years after 
first visit 
CAVERNOUS ATROPHY 
38 3 12 14 
59 0 12 14 
60 0 6 1 
61 0 6 1 
57 7 12 6 
25 4 12 4 
26 12 12 6 
+ 0 0 5 
29 0 3 5 
2 6 10 2 
3 0 6 2 


6 (from 3.0 to 9.0 


o'clock) 


Bracketed numbers are in the same person. 


Alterations in appearances 


Vessels 


normal ~ 
normal 
normal 
normal 
normal 
normal at 0 yrs. 
narrow at 2. yrs. 
normal at 0, narrow 
after 9 yrs. — 
normal at 0, narrow 
after 9 yrs. 


normal 
normal 
normal 
normal 
- Normal 
normal at 0,:narrow 
after 4 yrs. 
normal at 0, narrow 
at.6 yrs. 
normal at 0, narrow 
at 5 yrs. 
normal at 0, narrow 
at 5 yrs. 
normal at 0, narrow 
at 2 yrs. 
normal 


Rt.' vessels not so 
straight as the left 


It is now proposed to consider individual cases, to trace changes 
which have been observed to occur 'in them. For this purpose 
cases other than those in the seriés so far considered, will be in- 
cluded, and some of these show changes which have occurred after 
several years of observation, so“have special interest on that 
account. The cases to be considered are summarised in Table IV. 


Age at 
first visit 


57 
66 
65 
65 
61 
61. 


68 
68 


61 
61 
70 
70 
74 
74 
74 
68 
68 
59 
59 


83 
83 


L. Only inferior vessels 70 


R. All vessels narrowed 70 


narrowed 
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The glaucoma cases | are ,interesting..because. the. changes, hap- 

pened after operation, some of them, after many, years... It-may be 
assumed. that, they are the consequences. of glaucoma because of 
the improbability of the coincidence of the. increases of the rings 
and, the narrowing of the vessels as an accident in the glaucoma as 
compared with the, likelihood of them. being causally related, to it. 
From this it follows that the relief of pressure does not always give 
complete exemption from thé’ consequences of the pressure. In 
the group of fifty eyes there are 24. which: show both rings and 
‘narrow vessels, these occurring in 826 persons and 1,650 eyes, 
one to 69 eyes. Taking from Table IV the cases which ‘belong to 
this group, these give ten eyes, of which five have rings and nar- 
row vessels. Obviously a fifty per cent. incidence is quite out of 
keeping with the general incidence of one in 69, and calls for an 
explanation, relating the glaucoma to the rings and vessels, and 
for not considering the coincidence.as a‘mere chance. 

In the eleven cases of cavernous atrophy showing changes in the 
rings five showed vessel ‘narrowing ; a similar reasoning applies to 
this group as to the cases of glaucoma. 

Can narrowed vessels in the nerve head account for the atrophic 
ring ?. The nerve head jis supplied by branches from the Circle of 
Zinn, derived from the posterior ciliary vessels, not from the retinal 
artery. Thus it would’not be expected that the correspondence 
between the condition in the retinal vessels and the branches of 
the Circle of Zinn would be absolute. Whether in, the form of 
atheroma now being dealt with, or in the more common form with 
unnarrowed vessels, it is frequently found that the retinal vessels 
in the same eye are unequally affected, and that this may remain 
so for years, while the other vessels of the body may show distinct 
signs of increase of atheroma. So that a moderate coincidence of 
rings and narrowed retinal vessels is all that can be expected, 
grantéd that the rings are the consequence of narrowed branches 
of the Circle of Zinn; and that obtains in the present cases. 

In glaucoma, pressure from increased: tension would tend to 
narrow the vessels, not so in the other two diseases; in those the 
action must begin in the vessels themselves, the atrophic ring 
resulting from the poor. nourishment following upgn partial or 
complete obliteration of the vessels. If this be granted, may not 

-the whole picture of cavernous atrophy also be a sequel to a wide- 
spread affection of the Circle of Zinn ? The association of narrowed 
retinal vessels with this disease has been shown in‘Table III to be very 
close, so close as to require some common cause. It is difficult to 
see anything that would do this, apart from the narrowing of the 
vessels in the nerve head. In Schnabel’s description of cavernous 
atrophy he considered the loculi he found in the nerve head, which 
preceded the formation of the deep cup, as a glaucoma effect. It 
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is very difficult to see how a uniform pressure, exerted by a vis- 
cous vitreous of increased tension, could induce loculi in the sub- 
stance of the nerve head. Remembering that his work was done 
before the use of the tonometer, and if his work was done on chronic 
cases without an acute ending, is it not. likely that he was deceived 
by his fingers and that there was no rise of tension in the cases he 
observed ? If this possibility be granted, as | have assumed in pre- 
* vious papers, his description would apply to the cases here called 
cavernous atrophy; a partial” or complete deprivation of blood 
would account for the formation of the atrophic rings. The incom- 
plete rings are accounted for by Separate vessels, branches of the 
Circle of Zinn being affected, increase of. the rings by other 
branches becoming involved, the separate portions by branches 
being affected which, are not contiguous. _, 

The effect upon the size of the blind spot is seen in Table III. 
This has not-been taken for the atheroma cases. One of the nine 
other cases without rings has a normal blind spot, two of the ring 
.group have normal sizes ; there is nothing decided between the 
two groups, the majority in each class are enlarged. The effect 
upon the blind spot may be summarised thus :— 

Increased size of measurable B.O. too small annulus 

Bs. ’ pine spots 

No rings §. .x ; 2 bevary. @ 

Rings ve é 5 38 — 

Fourteen, out of 27 cases of atheroma have rings. As_no special 
supervision was Tequired in these cases, as in.the other two groups, 
their fields.were not taken, and the time elapsed has been too short 
to study changes. In one case one eye had_.no ring and its: ves- 
sels were not so narrow as in the other eye, which had a three ring. 
In another case one eye had.a tenting with all the retinal vessels 
narrowed, and the opposite eye hada 6 ring from 3 o’clock.to 
9 o'clock, with only, the inferior vessels narrowed. 

In a third case an interesting coincidence was found. Both eyes. 
had narrow vessels.. The right-eye had a 4-ring and a 50 per cent. 
cup, the left eye a 12 ring and a 100 per cent. cup; it was.a case,of 
cavernous atrophy. A coincidence such, as this is,,of course, a 
possibility ; its, occurrence as a mere matter of chance is very, re- 
mote, as. the following calculation will show :— 


Total. number of .persons concerned . ...: we 820 
No. of cases of cavernous Sey with rings and 

narrow vessels $ Se vie 6 
‘No. of cases of atheroma with narrow vessels. ee 15 


Chances of this combination in cavernous atrophy— 

6/820. =.8 in 136 
Chances of this,combination in atheroma— 

15/820, =. 8.in 44 - 
Chances of this combination in the same person— 
1/186 x 54 = 1 in 7,344 









444 RANSOM PICKARD 


That is, the probability of these two events as chances in the 
same person, in the population dealt with. in this paper, is so small 
that it can be neglected. It is almost inevitable that the two con- 
ditions are causally related. The only lesions known common to 
these two conditions are the narrowed vessels and the rings. If 
the latter is in an effect of the former, the cavernous atrophy may 
also be presumed to have the same cause, the narrow branches of 
the Circle of Zinn. Here the irregularity of the incidence of the 
affection in the retina may be called in to explain the great differ- 
ences in the amount of the ring and the extent and incidence of 
the field loss. 

Is there any relation between the normal increase of the. optic 
disc cup and the ring and cavernous atrophy ? In 1921 (Proc. Roy. 
Soc. of Med., Vol. XIV, 1921. Sect. Ophthal. pp. 57-66) 1 showed 
that a comparison of the size of the disc cups at different ages in a 
large group warranted the assumption that the cup increased in 
size with age. Experience has shown that this is a nearly universal 
rule, though the time rate and the amount vary greatly in different 
cases. In some the increase is so great that only the recording of 
the fields and tension can decide whether the cup should be con- 
sidered pathological or normal. In its early stages this enlarge- 
ment certainly cannot be considered as pathological, it is a normal 
- occurrence; after middle life it must be considered in conjunction 
with the field and central vision. But the change to cavernous 
atrophy is uncommon, it must be presumed therefore that the inter- 
vention of some other factor causes the change. An irregular inci- 
dence of atheroma in the branches of the Circle of Zinn would 
easily account for the irregularity of the field of vision occurring 
in different cases; if the vessels supplying various nerve bundles 
in the nerve head are affected, an annular scotoma may form in 
one case, if the bundle which passes from the nerve head around 
the macula is involved ; if a radial bundle, then a breaking out of 
, the blind spot towards the periphery occurs. It is difficult to think 
of a cause antecedent to the atheroma and the rings, etc., acting 
locally, which will directly cause these various symptoms. For 
the vessels require a contraction and hardening of their walls, the 
cupping a preliminary weakening of the substance of the nerve 
head before its cup is enlarged, the one cause acting in two differ- 
ent ways, which is unreasonable. So the theory is put forward that 
the rings and cavernous atrophy are the consequence of a change 
in the Circle of Zinn, analogous to that which occurs in the retinal 
vessels. On the other hand the changes in glaucoma are due to 
pressure and consequent narrowing of the vessels or pressure on 
the nerves as they pass around the cup. 

The distinction thus made is important from the point of view 
of treatment and prognosis. If the cavernous atrophy is due to 
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véssel trouble operation will do no good, and this has been my 
experience in the few cases in which I have tried it. In the only 
two cases in which glaucoma and this occurred together operation 
was done, with a good reduction of tension, in both the field con- 
tinued to disappear, and nearly complete blindness was the end. 

It is obvious that this thesis cannot be regarded as proved; it 
is shown to be a great probability. The final proof would be pro- 
vided if a well established case of cavernous atrophy were found to 
have the branches of the Circle of Zinn narrowed at a post-mortem 
on the affected eye. And, as this disease is not one causing death, 
the chance of obtaining material for this proof is very small. 








ARABIAN OPHTHALMOLOGY *+ 


BY : 
W. .B. INGLIS POLLOCK 


GLASGOW 


? ~Introducton 


| THE subject: is the Arab School of Ophthalmology which, com- 
mencing in the 9th-century continued until the 13th century: 

It is not possible to enter into details of the life of each’ of the 
Arabic eye surgeons who produced a: treatise nor even a full 
description of their textbooks, but for any student reference must 
be made to Hirschberg’s (1848-1925)! brilliant History of Ophthal- 
mology. He was a famous Greek and Latin scholar and trans- 
lated a number of the Arabic writings with the aid of two orien- 
talists, Lippert and Mitwoch after working at Arabic for twenty 
years. 

After the death of Mohammed (571-682) his followers carried his 
domain and creed to India in the East and along the entire North- 
ern countries of Africa, to-Spain in the»west. They actually 
reached Tours, but were defeated by Charles Martel in 732 and 
again in 737. 

Baghdad was founded in 763 and_ became the capital of the 
Empire of the Saracens and during the reign of the Abbasid 
Caliphs of the 10th century many scholars and physicians trans- 
lated most of, the Greek scientific and medical works into Syrian 
and Arabic. 

Gunde Shapur, a town in Persia, founded by Shapur I, in the 
3rd century, became later the home of Nestorian Christians whose 





* Paper read in the Summer Series in the Department of Ophthalmology, 
University of Glasgow, May 30, 1945. 
+ Received for publication, March 30, 1946. 
(‘) G. S. Hs. Vol. XIII, XV, 1908, 1918. 
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physicians founded a Medical School, and. translated, Hippocrates 
and Galen; into Syriac. Browne? states there must, have been a 
Persian Pharmacology,.as many. of the. Arabic names,are of Per- 
sian origin. .Some of their. physicians were called to the -Caliphs 
at Baghdad in consultation... 

Abu Zaid Hunain Ibn Is-Hag (Johannitius). 809-877 was the 
author: of the first systematic text-book. of ophthalmology, which 
has come down to us. He was born at Hira, the son of a Christian 
druggist, went as a boy to the medical school of Gunde Shapur, 
but he asked.so many, questions that his teacher, Ibn Masawayh, 
drove him away and he left for Greece to learn Greek, 

On returning four years later he went to Basra to learn Arabic 
at its High School so that-he now-knew four languages, Persian, 
Greek, Arabic and Syriac, his native tongue. He then, at the age 
of nineteen, went to Baghdad, and-entered the service of the chief 
physician, as a translator, and as a student of medicine. He had 
already tried translation of a few books of Greek into Syriac. 
Coming to the notice of the Caliph, he was put in charge of the 
translations, and a few years later he was asked to prepare a poison 
for one of the Caliph’s enemies, but Hunain refused in spite of a 
promise of a rich reward and he was put in prison for a year. Then 
he was threatened. with instantaneous death, but he again refused, 
because both his religion and his profession forbade it, and being 
again threatened with death he said, ‘* | havea Lord who will give 
me my right to-morrow in the supreme uprising so if the Caliph 
would. injure his own soul, let him do so.’’» The Caliph then said 
that he was only-testing Hunain’s probity, and he sent him to pur- 
chase Greek Manuscripts wherever he could get them. 

Some years later,: owing to the jealousy of other physicians, 
he was handed over to the Bishop, who imprisoned him and had 
him flogged several times. His goods, books and money were all 
taken from -him. During this period he managed to make a list of 
the books he had translated : and this has been preserved. 

On release after curing the Caliph of an illness, his fortune was 
restored, his books returned, and the other physicians had to pay 
him 10, 000 drachmae each. 

Hanain pardoned his enemies and disdained to take revenge on 
them and had peace thereafter until his death. 

During Hunain’s life he translated 39 books of Galen, and many 
volumes ‘of Hippocrates, of Oribasius, of Paulus, Aegineta, of 
Dioscorides, of Rufus, and the Septuagint (the Greek Old Testa- 
ment) into Arabic. 

He translated first into Syriac, then his dephew put the text into 
Arabic, which was then corrected my Hunain himself. His method 
was to take the several copies, and collate them to get the best 
result. He redid his youthful efforts as he thought they were not 
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good enough,.as well, as 50 Syriac versions made by; his  pre- 
Teecanors ; 

Hunain and his nephew, Hubaish, are said to have taken great 
pains to express, the, sense of the Greek original. Browne? points 
out that the Arabic takes Greek words well, but that Latin does 
not take up many, Arabic words at all... Hunain’s son Is-Haq be- 
came.a great translator of Aristotle. 

During over 30 years 830-870 Hunain collected all the notes he 
had made. on eye subjects and brought them out as The Book of 
the Ten, Treatises on the Eye, the first systematic textbook of 
Ophthalmology; ; 

There. were, just nine when. Hubais,.. his nephew, asked him to 
make a tenth, of the compound: remedies. 

Nature of the eye and its structure. 

Nature of the brain and its use. . 

Optic nerve and visual spirit. 

Conservation of health. 

Causes of accidents to the eye. 

Symptoms. of diseases of the oF 

Virtues of all.remedies. 

Kinds. of remedies and their species, particulatly for the 
eyes, 

IX. Medical treatment of..the eye. 

. Compound remedies for, eye diseases. 

XI.:. Operative-treatment for the eye. 

The XIth, of operations, was added at the request of his sons, 
Dawid and Is-hdgq for whom Hunain also issued a book of 207 
questions and answers on, anatomy, physiology and pathology. of 
the eye, of which Meyerhof has found. five manuscripts. 

Although ‘‘ The Ten Treatises.” was the first systematic text- 
book of ophthalmology, yet it.placed the diseases, together with 
aetiologies, symptoms and treatments, each grouped in separate 
chapters and finally, compound treatment and operations at the end. 

Hirschberg could not find a copy of the Ten Treatises, but found 
numerous . quotations in, Ar-Razi’s. (850-932); great... Medical 
Encyclopedia and also in. succeeding, textbooks of ophthalmology, 
as many oculists had quoted from the work for at least 000 years 
up to the.time of the Mongol disaster. 

He discovered that two mediaeval Latin textbooks, viz, :— Liber . 
de Qculis Constantini .Africani,--1515,. and Galeni de Oculis Liber 
a Demetrio translatus, 1541, were pure translations of Hunain’s 
book, with,exact:sequence of chapters, claimed each as their own 


by these two translators. 
From these two and. Ar-Razi, Hirschberg was able, to deduce 


that they were existing under false names. 
(2) Arabian Medicine, 1921, by Edward Granville Browne. 
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After Hirschberg’s death, Meyerhof* of Cairo found two manu- 
scripts of Hunain one in Cairo and one in Leningrad. 

The Cairo manuscript had been made in 1003, transcribed in 
Spain. The Leningrad had been clearly written by a Jewish 
oculist pilgrim to Jerusalem in 1156. 

After ‘a long search Meyerhof’ found a MS. copy of Ar-Razi’s 
Encyclopaedia in the Escorial Library of Spain, and got from it 30 
quotations from the Ten Treatises. 

He was able therefore, with the two MS., the quotations from 
Razi, and the two Latin translations to collate the five of them and 
bring out a New Edition of the Ten Treatises of Hunain in Arabic 
and in English, with a glossary of medical terms occurring in the 
text translated into Greek-and into English in 1928. 

Most of Hunain’s books have been lost but Meyerhof believes 
copies are still to be found in the numerous ‘libraries of 
Constantinople. isc i SOR 

L, Leclerc said that Hunain is the greatest figure of the [Xth 
century, one can even say that he is one of the finest intelligences 
and one of the most beautiful characters. The marvellous extent of 
his works, their variety, their superiority and their importance ; the 
tests which he bore’so nobly at the beginning and ‘in the course 
of his career all demand our interest and sympathy for him. If 
he did not create the renaissance movement in the Orient, no one 
took as active, as sure and as fruitful a part. 

Hubais wrote a textbook on ‘* Recognition of Eye Diseases,” 
with pictures of the eye and of several eye diseases, the pannus 
and pterygium. 

Sadili, five centuries later, says that Hubais, like his uncle 
Hunain, mistakes hypopyon for cataract. 

Mohammed ibn Zakarijah Abn Beks Ar-Razi (850-932) followed 
Hunain and is perhaps the greatest Arabic Medical writer. Into 
his immense textbook ‘‘ The Content of Medicine ’’ he entered 
everything of Greek, Latin, and Indian, even up to his own time, 
with his own experience added so that it has become a quarry for 
Greek and Arabic Medicine. He wrote a smaller work called 
‘‘ Mansur ”’ which also’ contains an eye section. They were both 
translated into Latin. 

In the Eye Section, found in the second’ book, he entered 
Hunain’s Treatise and what he found in Greek but he: also 
described the reaction of the pupil to light and shade which no 
one had noticed before his time. 

Abu Ali Muhammed b. Al-Hasan ibn Al-Haitam AlI-Basri 
Alhazen 965-1038. A mathematician who proved what Ar-Razi 
had said, that no light, or pneuma rays passed from the eye to the 
object and back again. This was the doctrine of the Greeks. 





(*) Reviewed in the Brit. Jl. Ophthal. , Vol. X1V, p. 506, 1930. 
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He proved that light from each part of the object went to the eye. 
He was the greatest writer on optics between Ptolemy. (about) , 
150: A.D. and Kepler 1571-1630. Alhazen’s chief work \ was 
translated, into Latin. and. published in 1672 under the. title 
‘* Opticae Thesaurus Alhazeni ’’ at Basel. 

Abul Kasim ben Abbas.al Zarawi Albucasis (*) was a Spaniard 
and he died at an extremely old age at Cordoya in 1013. His great 
work on, medicine :——‘*, Al. Tasrif’’ (The Explanation) contained 
the best surgery, including ophthalmic surgery, of the Arabs. He 
had little honour in his own time; but when his masterful and 
comprehensive surgery was translated into.good Latin by Gerard 
of Cremona and was printed in 1497 in Venice and reprinted there 
frequently and circulated in. mediaeval Europe, it in itself drew the 
attention of the learned to the remainder of the Arab writers. The 
eye operations are in the second book :— core pci 
Chapter Chapter ’ 

8. Lids. Warts... 17. Wild Flesh and Chemosis. 

9, Chalazion. 18, Pannus. 

10. Hydatids. 
1]. 12. Fifty operations for cilia. 
13. Lagophthalmos. * 20. Prolapsed Eyeball. 
14.. Ectropion inferior lid. 21, Prolapsed Iris. 
15. Symblepharon. '- 
16..Pterygium'and Carbuncle **- Hypopyon- 
Tumour. 23. Cataract. 

‘Abul Kasim was excelled only by Ali ibn Isa and Ammar as an 
ophthalmic surgeon. He has about 20 operations in 16 chapters. 
His description is fair but not so good as in the two authors men- 
tioned above; and it looks as if he had copied his description of 
cataract couching rather than: performed the operation himself, 
Still he’ is quoted several times by William Mackenzie’ of Glas- 
gow, in his well known textbook*. 

More than a century after Ar-Razi came Ibn. Sina® ‘the 
Avicenna of the Middle Ages. He was the greatest medical 
writer whom the Arabs produced. He was: born at Khorassan in 
Bokhara in A.D. 980. At the age of 10 he knew the Koran by 
heart and was a great reader and writer all his life. His renowned 
Encyclopaedia of Medicine was called ‘‘ The Canon.” 

‘The Canon,” by its arrangement and exactness makes a 
magnificent, complete and: large textbook of all branches of 
medicine, including surgery. It is said to be written in a fine style. 

His works number 105 and were both in prose and in verse and 


19. Lacrimal Fistula. 





(*) Albucasis Methodus Medendi. 4to. Basiliae 1541. Lent by R.F.P.S.G. 
Latin Edition same as used by Wm. Mackenzie. efi 
(*) ‘A Practical Treatise on the Diseases of the Eye.’’ Editions I-IV, 1830-1854. 


(*) Avicenna Liber Canonis. Folio Venet. . 1544. Lent by R.F.P.S.G. 
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treated of law, astronomy, philosophy, prs aorons a a Staresiittifishi'p 
ag well as medicine.’ ’ y 

“Phe ‘Canon,’’® was translated into’ Latin by: different: authors 
and into Hebréw and remained the chief textbook for 500 thant in 
Europe. 

Hirschberg (Leipzig, 1902) tratislaied: the! eye dection” with ‘the 
aid of J. Lippert. 'He found that the Latin translations had many 
mistakes and that to’get a truer translation he had continually to 
work with’ the Greeks sources, Mantiey Oribasius and, Aetius and 
Galen: 

' By these means he was able to find both. what’ Avicenna owed to 
the Greeks and what was added by Arabic thought and experience. 

At the same ‘time Hirschberg produced a! ehanary of Arabic i in 
Greek and German." 

- Avicenna~- gave less attention to ‘the’ important ‘subjects, like 
trachoma and cataract, which suggests that he had not operated 
for the latter and was ‘therefore not a practising“oculist.. Shastid 
states that ‘‘ he was. all his life a great student and a wicked man. 
In his 58th year he died, 1038, as a result, it is saidy of excessive 
study and dissipation. Still unkinder writers aver that he co tm 
because, when’sick, he took his own medicine.”’ 

We now comie'to the writers of the two best textbooks ‘on » diséases 
of the eye :— The first is Ali, Ibn Isa, also called Jesu Haly; who 
lived during the first half of ‘the Lith ceritury, 150: years: after 
Hunain. He wrote’ the authoritative textbook. called ‘‘ The 
Memorandum Book: for Oculists.”’ 

He gives the greatest attention to frequent diseases like -con- 
junctivitis,: trachoma and cataract, and the subjects are. given in 
the order of anatomy as then known. For,each disease are given 
the physical signs and symptoms, aetiology, diagnosis and finally 
the treatment, general, dietetic and local; each disease; fully 
treated is complete in a chapter by itself, 

This' remained the standard textbook for. the Middle. Ages. 
Latin translations by Guido de.Cauliaco. appeared in. print in 
Venice in 1497, 1499, and 1500. Of the 1499 edition one copy, and 
of 1513 two copies aré in the library of William: Hunter, in the 
Hunterian- Museum of the University of Glasgow; while the Royal 
College of Physicians of Edinburgh possesses a copy of the 1500 
edition, and the Royal Faculty of .Physicians and Surgeons of 
Glasgow has a copy of 1544. In sing: translations he is. called 
Jesu Hali. 

C. A. Hille published: in 1845,.in Dresden,,a Latin translation 
and Hirschberg and Lippert issued in 1904 a German translation 
collated from five copies. P. Pansier also issued in 1903-1933 a 
Latin and French edition. 

Casey A. Wood published an English translation in 1936, of the 





ARABIAN OPHTHALMOLOGY 451 


Tadhkirat, The *‘ Memorandum Book'of a Tenth-Century Oculist: 
for the use of Modern Ophthalmologists.’’” 

He made it from: several copies ‘of ‘the Arabic, collated swith 
Hirschberg’s German translation, revised by Meyerhof of ‘Cairo. 
Hé has introduced the fist of ophthalmic remedies which had been 
at the very end'of the volume, and placed it at the beginning of the 
111 section On the internal diseases; and had added to it all remedies 
employed by. other Arabic authors, thus including what they had 
learned from Greek and‘Latin authors. Wood! has introduced a 
number of illustrations of the plants used ‘from a Latin edition of 
Dioscorides of Venice, 1554 A.D. a fairly good bibliography, and 
a short resumé of the five centuries of Arabic ta erect ie are 
included in a panDaee setting. 


Cataract Operation 

Ali Ibn Isa describes very carefully the exact procedure, 
including ‘preliminary treatment for, the operation of cataract 
couching and proceeds thus : :—‘* While the needle is in the eye of 
the patient speak kind words to the patient so that his anxiety may 
be lightened.”” No other writer had given this advice. ‘Ali Ibn 
Isa introduced also drugs to make the patient sleep during painful 
operations, but he considered that ‘‘ couching was not a painful 
opetation.’” He made great advances beyond Hunain, and 
included 130 eye diseases, and one has to wait to the 18th 
century before an équa] advance was reached by the discovery of 
the real site of cataract, and of glasses for defective vision and the 
19th century for the ophthalmoscope, and modern surgery. 

. The second writer is Ammar b, Ali Al-Mausili whose book is 
called ‘‘ The Select Book on the Ophthalmologic Science.” 

He was born at Mosul on the banks of the Tigris. He ‘was a 
great traveller, as all Mussulmans must visit the Holy ‘places in 
Arabia; and thereafter he visited Egypt, Palestine, and Syria. He 
visited Khorassan because he heard that they had a good remedy 
for blepharitis. Another time during a caravan journey near Kufa 
he saw the marvellous cure of a bedouin suffering from ‘* Obstruc- 
tion of the Optic Nerve.’’ He performed cataract operations eneetly 
in Egypt as he settled in Cairo. 

His text-book has 125 chapters and he mentions 50: principal 
diseases: of the eye with their medical and ‘surgical treatment, 
Ammar was famous during his life time, but Hirschberg points out 
that the shortness of the book, and: the conciseness of the space 
given to each affection militated against the book becoming a 
favourite with students, whi Ali b. Isa with his thorough descrip- 
tion and discussion of diseases would be selected, and in fact it: was 
a favourite for 500 years, while Ammar’s had not been taken from 
the library, or had a paper written on it for the last 200 years. 


(7) Reviewed in Brit. Jl. Ophthal., Vol. XX, p. 444, 1936. 
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Ammar gives a good description of four of /is cataract opera- 
tions, including his use of the hollow metal needle for extraction 
of the cataract, The Greeks had used a hollow glass tube for 
suction of a soft cataract but the procedure had been abandoned ; 
and Ammar is the first man to have employed suction through a 
specially devised hollow metal tube for suction of .a soft cataract. 

He was the most original writer among the Arabs, and his text- 
book was quoted by writers for 200 years; while Usaibia who lived 


400 years after him, said he. was a famous eye surgeon, and he © 


possessed dexterity in operating. 

Meyerhof.. published, in 1937, a translation -in Spanish, 
English, French and German, of the chapters on cataract opera- 
tion, a copy of which was presented to each member of the XV 

International Congress of Ophthalmology, 1937. . 

* Zarrin-Dast, or Gold Hand (refers to his gentle touch); a 
Persian who lived about 50 years later, wrote a textbook called 
“ The Light of the Eyes.’’ He was born in Gurgan on the Oxus 
and brought up in Persia. His text-book, in question and answer, 
includes Hunain’s heads of chapters for the diseases and his list 
of operations corresponds to Ali ibn Isa’s text-book; but his 
cataract operations to Ammar’s Select Book and it was the best text- 
book in Persian for many centuries. 

He also used a hollow needle and pointed out that it is easier 
to couch hard cataracts than to perforate, while soft cataract is more 
difficult to couch and is better suited for suction. 

His rules for after treatment. are :—‘‘ If no inflammation for 
three days give chicken soup, after three days more a little veal; 
three days later lamb and the usual diet from the 20th day—no 
exercise or copulation for six -weeks.”’ 

The Persian book is not so good as either of the two already 
mentioned and it was never quoted by other Arab writers. 

In the 10th century, about 940 Ahmad and Omar Ibn Younos, 
two young Spanish Moors travelled to Mesopotamia, to study 
under Ibn Wasif, a celebrated oculist in Baghdad. 

In these journeys students had always.to visit the sacred places 
of Arabia, so that they performed the double duty of. study and 
pilgrimage. They returned to Spain in 963. 

Ibn Wasif. Shastid relates that on a certain day seven cataract 
patients came in a body to Ibn Wasif’s door. Of these one offered 
him, for an operation, 80 drachma, pretending that this amount 
constituted his entire fortune. But just at the critical moment the 
patient’s girdle broke, strewing the whole floor with glittering gold 
pieces. In anger, Ibn Wasif arose and drove the liar from his 
house. ‘ All of which shows that patients have always been as 


tricky and oculists as easily imposed upon and. with all, as - 


uncalculatingly irritable as is the case today.”’ 














ag = © s 


SS a ee ee ee ee. 





— 





ARABIAN OPHTHALMOLOGY 453 


They. were followed a century later by Ibn Wafid, known to.the. 
Middle Ages as Abenguefit, who became an, oculist and minister 
under the government of Toledo. 

But his treatise. on Ophthalmology. has been lost.. Leclerc, in 
searching for. it, discovered that of Al Ghafigi,. which, was 
reviewed by Leclerc and Hirschberg and has been translated into 
French by Meyerhof, 1933,* 

The latter misses out the anatomy because it is the same in so 
many of these Arabic, textbooks, 

In the translation. he. shows, a number of the instruments,.and 
discusses the treatment of each. condition, 

There is added to the book, a glossary, Ristic: Vaioah, and. on 
pages 8 and 9 a photograph of the manuscript showing signs of 
burning at the lower part of each, page. ., . ; 

Ghafiqi’s introduction is amusing :— ‘ After I had nenuires 
insight into this branch of medicine, I mean. Ophthalmology, I 
have not found a book which holds all that is necessary for. both 


_ science and practice. In my view, Hunain Ibn Ishaq has composed 


two books on this speciality, the one’ The Ten Treatises, the 
other The Argument and The Answer, He has abridged them in 
composition.” 

‘* Aji Ibn Isa has written a book called ‘ The Missive,’ and has 
perfected, what Hunain had wrought, save what concerns 
chemosis. He says it is a swelling of the inside of the lid and he 
does not advise operation. 

‘‘ Ibn Sina, 1814, recognises, on the contrary, in chemosis a 
swelling of the conjunctiva. I do not know -whether the mistake 
of Ibn Sind is due to himself or to a transcriber. 

‘‘ Ammar of Mosul has abbreviated his book so extremely that 
chemosis is not mentioned, whereas Abul Kasim cites and explains 
that it is granulation tissue growing on the inside of the eyelid. I 
confirm this. I have often treated it with the knife : and obtained 
a complete cure; the lid recovering its proper shape and position.”’ 

This example is badly selected by Al-Ghafiqi for challenging: his 
predecessors; as both Abul Kasim and he have confused chemosis 
with ectropion luxurians. 

Hirschberg states, ‘to employ a picture used by our Arabic 
colleagues, that Ghafiqi has clothed a’ puny body with a far too 
wide robe of scholastic learning. 

Halifa B Abi I-Mahasin rom Aleppo wrote a ‘book with tables 
in 1256 called ‘‘ The Kafi ” “The Sufficient in Ophthalmo- 
logy.” He issued tables on thie subjects of theory and practice of 
Ophthalmology. Then tables of number of diseases and of o'pera- 
tions and instruments’. He was keen on couching cataract and 





(°) Hirschberg, Plates 1 and:2, pp. 198, 199, Vol. XIII. 


*A copy was presented to each member of the XIV International. Congress of 
Ophthalmology, 1933. 
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even employed it in the case of one-eyed men and also used vene- 
section even for an Emir. 

Salah Ad-Din, oculist from Hama in Syria, wrote a book entitled 
‘ The Light of the Eyes’ in 1296.° In his preface-he reviewed the 
oath of Hippocrates which had already been translated by Hunain 
and by Ghafiqi. | He introduces ‘mathematics and figures’ from 
Euclid into his textbook as well as the usual chapters on diseases 
and operations. 

The first illustrations in ‘*‘ The Ten* Books of the Eye ’’ by 
Hunain are believed to have come from Greek sources. The first 
shows the lens in the centre of the eyeball, with a chamber between 
it and the pupil’ occupied by the visual spirit. 

~The same illustration is introduced in Professor Sorsby’s book 
** A Short History of Ophthalmology ”’ as a frontispiece, 1938, 
explaining’ the different parts of the eye. 

Hunain’s second illustration is shown | on page 12 of ** The Ten 
Books.” 

His third illustration shows the insertion of the recti muscles 
and the oblique muscles, 

The fourth illustration is on page 51. 

It seems that Petit in 1723 A.D. was the true discoverer of the 
position of the lens in the human eye. 

Galen knew of the crossing of the two optic nerves and Hunain 
explains the difficulty of a blind eye by saying that the visual 
spirit comes from the brain and flows down each optic nerve. If 
one eye is blind, then on his assumption, the visual spirit returns 
from it to the crossing and then continues down the optic nerve of 
the healthy eye. 

Hirschberg, Fig. 2, p. 151, shows the idea of the crossing of the 
two optic nerves and is taken from Salah Ad-Din. 


The question of Cataract and Hypopyon. 

The early Arabians considered that the’ differential diagnosis 
between: pus in the anterior chamber and cataract could be helped 
by shaking or turning the head of the patient. 

Justus wrote that through shaking of the head the pus remains 
under, on account of the weight of its substance. On the contrary, 
the cataract does not remain under if one moves it carefully, for 
the cataract is lighter than the pus, 


Cataract 
Considerable discussion has taken place regarding Ammar's 
suction operation for cataract extraction. (Read‘his description in 
Meyerhof, pages 46-49.) 
Hirschberg, after reviewing the cataract operations of the 
Greeks and early Arabians, concludes that Ammar’s was a new 
operation with a hollow metal needle, which succeeded in his 
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hands, and in a number of his successors for ‘two hundred years. 
The Greeks had employed a hollow glass tube, but that had been 
given up; and Ammar’s procedure was also abandoned, until it 
was revived in the 19th century. Late writers mention seeing or 
buying Ammar’s hollow metal needle; but they were unable to 
make. it suck up water. They were blocked by rust or eg: of 
lens matter. 


Glaucoma 

Glaucoma.was the term used by the Greeks for blindness. coming 
on in later life with a greenish colour in the pupil. There-was no 
knowledge of increased tension as the cause of the condition, but 
our latest author* points out.that.the-Arabic eye surgeon, Sams 
Ad-Din describes the symptoms of acute glaucoma. 

Ali Ibn Isa had said drying of the lens with bluish discolora- 
tion of the pupil is followed by loss of vision, Ammar stated dry- 
ing of the humours dries the lens, and is incurable and the eye 
hecomes blind. Tabari described chronic inflammatory rise of 
pressure: and Sams Ad-Din, nearly 400 years later said migraine 
of the eye with head pains occurs. It is: then a pain in the depth of 
the eye, with a stitch of a pressure often continuous or intermit- 
tent . . . Hemi-crania precedes or accompanies dulness of the 
humours. Cataract may follow with dilatation of the pupil; and 
blindness. 

Conclusion 

It has been said that the Arabic Eye Books were mainly taken 
from the Greek; but Hirschberg points, out that the latter had no 
good Eye Textbook, except that of Alexandros and he was never 
mentioned by the Arabians. What they. took from the Greeks 
they had-to.select according to their own plan. They treated the 
Greek text with the greatest respect, discussed every. word and 
then added their own observations, and they were often accurate 
in symptomatology, diagnosis and treatment,. 

I showed in my. previous paper that the papyri Ebers, Edwin 
Smith, Chester Beatty, Kahner, and Petrie. contain almost. the 
entire ‘medical curriculum. From the time of Celsus, who wrote 
on many subjects, the Greeks produced short textbooks, not one 
so complete as the Arabians, who were the first to. write encyclo- 
paedic textbooks, which. in their best period were all inclusive of 
medicine, surgery, midwifery and the sense organs, . textbooks 
which nowadays would require a team of authors for even one 
subject. 

Remember Ar-Razi's pupil reaction, und his advice if the con- 
junctivitis or corneal.ulcer.does not clear up, evert the;upper lid, 





*Srr’ STEWART DUKE-ELDER.—Text-Book of Ophthalmology, Vol: I, p. 178, 
1942. 
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it may be trachoma. In treatment they introduced analgaesics for 
operations; peritomy for pannus, cautery for lacrymal fistula, 
pterygium and symblepharon plastic operations ; and Eye Hos. 
pitals in ‘Baghdad, Damascus and Cairo. When the Mongols and 
Tamerlaine decimated the first two, Cairo perenne because they 
did not reach Egypt. _ 

NOTE.— Nearly all the volumes mentioned were sahows, Hite the 
meeting, including a photostatic copy of Zarrin-Dast’s manuscript 
from Oxford University. There’are a number of early editions in 
the Hunterian Library of the University of Glasgow, which cannot 
be taken out of the building, but may be shown to a ei 3 in the 
Library itself. 








OCCUPATIONAL THERAPY IN EYE WARDS* 


- BY 


MZ W. O."G) TayLor: Major, R.A.M.C. 


Occupational ‘therapy is really no innovation. F lorence Nightin- 
gale evidently believed in it when she wrote ‘‘ . .. a little needle- 
work, a little writing, a little cleaning would be the greatest relief 
the sick could have if they could do it.”” 

But as ‘an organised and purposeful therapy it really dates from 
the last War, when to quote the ‘‘ Canadian Journal of Occupa- 
tional Therapy ”’ ‘‘ .. . the need for occupation among convales- 
cent soldiers became so apparent that short courses were given in 
Toronto.” In 1928 this was extended to civilians, with the result 
that throughout Canada and the U.S.A. there is a highly organ- 
ised and well developed system of occupational therapy both in 
hospital and for private patients in their homes, with excellent 
training schools where ‘students receive a thorough grounding i in 
the anatomical, physiological and ita basis for their 
work. In Scotland, so far as I know, the’ Astley Ainslie Institute, 
Edinburgh, is the only civilian hospital participating in this work, 
indeed I believe it is the only place in Sita where eye patients 
receive such treatment. 

Why should it be called a,“ therapy 2? “The underlying 
theory behind it is that the provision of interésting and productive 
tasks for unwell people will assist them in accomplishing a cure.’ 
This is obvious in general medical and surgical cases (Cunning- 
ham, 1942), 

It is obvious that if a muscle is wasted one can give it exercise 
without the patient’s knowledge by prescribing a craft which will 
call this particular muscle into play. ‘But it is not so obvious in 
the case~of diseases of the eye. Generally speaking rest and not 
exercise is required, Here it: might be said that the cheiroscope, 


* Received for publication, February 8, 1946. 
+ Paper read to the Scottish Ophthalmological Club, October 27, 1945. 
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used in the treatment of strabismus and heterophoria is but a form 
of occupational therapy. One might well consider that careful 
thought should be given to the possibility of using crafts to achieve 
binocular fusion with the added psychological impulse of real 
interests. For example by analogy with nerve palsy elsewhere, 
there must come a stage in ocular nerve palsies where exercise is 
required and this might be achieved by weaving or stool seating 
with wools of complementary colours in the fashion of anaglyphs. 

Apart from muscular anomalies there is one class of patient for 
whom much. more must be done ‘than at’ present—the unfortunate 
individuals who have lost an eye. For these it is advisable to lose 
no time in re-education in depth perception. This can be started 
within two or three days of the operation by giving them simple 
patterns to draw on paper and cut out—I use old X-ray films and 
old’ black X-ray paper. The rather dull walls of the ward have 
been decorated with cut out swallows flying and swooping. 

This pattern making can be extended to fret-work—at first very 
simple. Weaving‘or stool seating (but not basketry because of its 
association with blindness) can also be introducéd. Once ambu- 
lant, hammering of nails along a line drawn in the wood and each » 
toa "Specific depth is a*good exercise and forms a a uantitative mea- 
sure of recovery. They can quite well employ this time making 
themselves one of the knitting machines shown. Table tennis and 
darts'should be introduced when ambulant:and sist should 
be the opponent to grade the necessary skill required. The next 
stage is drilling—with equal demands on-accuracy and nedatnegs, 
metal beating (making simple ash-trays), and. cross stitch. 2m roid 
ery and tapestry. The final stage is when they 6an beat th 0c 
pational Therapy worker in the popular Américan game of Sse Pick 
up Sticks ’’—a game requiring a high’ degree of co-ordination of 
face og eye. These stages yy ‘be carried out while an out- 


"hese i two. classes, squints and the one-eyed, are those for which 


the therapeutic side is obvious. Js its advantage-to, the 
remainder—the majority—of eye patients? _ Here it is certainly 
psychological. Unlike Military Hospitais. there is not the same 
necessity to retain civilian patients in an Eye Hospital for long, 
but nevertheless a substantial. number are lying, unable-to read or 
do. jig-saw puzzles like the patients if a general ward. Their minds 
are a jive, and their fingers. itching to do something. The women 
ay knit, but the men have nothing, and even knitting may pall. 
e fe ¥ quote the American Journal of Occupational Therapy and 
éhabilitation on the institution of Occupational Therapy in a 
children’s ward, ‘‘ Treatments kept the children busy and con- 
tented; they were much happier and easier to handle; it reduced 
rowdiness and restléssness; and that the general nursing service 
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was. improved by the lack of promiscuous calls that frequently re- 
sult from the absence of something constructive to do.”” This latter 
point may appeal to the Matron, i 

I have demonstrated nine different crafts suitable for bed 
patients, roughly graded in terms of the amount of vision required, 
although all can actually be performed by the blind. The craft pre- 
scribed and progress report can be made on a card such as that 
demonstrated. ; 4 

Now as to cost. I have ascertained these in detail for a hospital 
the ‘size of the Glasgow Eye Infirmary (120 beds). Permanent 
equipment would cost about £12, and expendable materials £89. 
This latter would be recovered from patients by charging cost plus 
30 per cent. for wastage. The salary of a graduate Occupational 
Therapist is £225 per annum rising’ to £275, Astley Ainslie train- 
ing school provides the 18 months’ to 2 years’ course required and 
has difficulty in supplying the big demand that comes from hos- 
pitals and firms in England. The detailed costs are laid before you. 
There is no need to limit it to the hospital walls, an occupational 
therapy shop or even club for out-patients can extend this to 
patients’ homes and your private patients in nursing homes may 

well be grateful for this useful and satisfying occupation to relieve 

‘the tedium of a private ward. 
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. ILLUSTRATION 1. 


Rug ‘Wool weaving — Bath -Mat. 
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merce | ILLUSTRATION 2, 
% Partin Rug—wool. is looped round ‘pairs of warp threads and on 
- completion of ‘each row a shuttle: of weft yarn is carried across and 
beaten close, so that the wool does not appear on the back and no 


‘backing material is therefore required. The warp is wound on toa 
frame and consists of string: hence canvas (which is in short supply) 
is not required. 
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ILLUSTRATION 3 
Knotting. Bag using rug wool and wooden handles. 
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ILLUSTRATION «4, 


Knotting.’ “Detail of the knots used. ‘The wool is ‘taken in groups of 
four, the outer ones tied with a reef knot over the inner and repeated, 
then. the groups are split,and adjoining couples:taken together so aghast 
the inner strands become the outer, and vice: verse, 4 | 7 
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FELUSTRATION 5. 


Sea-grass Woven Stool. The principle is easily seen in the illustration. 


ALLUSTRATION 6. BE ape ee 
Tablet weaving (making ‘a belt). After cartying the shuttle: across 
between the shed, the tablets are rotated according to.a predetermined © 
plan, ie Be ited the — shcoaie above or. below the nets: ‘4 


ast 


I am indebted’ to Min Hépson;: lately’ Pisecot of the ‘occupa- 
tional therapy unit and training school at Astley Ainslie Institute ; 
to Miss Dickson, her sugcessor,, for “— acdioky the most seeetient 


demo saa of, meth 
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Some crafts suitable for eye patients requiring 
occupational therapy 


1. Rug Wool Weaving—Bath Mat.—This is first weaving pro- 
ject as materials are coarse and work can be done by sense of touch. 
(Illustration 1.) 


2. Persian Rug.—Knotting simple and no. eye strain.as in rug 
making on canvas although finished product is the same. Different 
coloured wools kept in different boxes. ‘(Illustration 2.) 


3. Knotting.—Bag using rug wool. Material soft but coarse and 
easily handled. Colours should be carefully cliosen so that patient 
can' distinguish them, (Illustrations 3 and 4.) 


4. Macrame Cord Knotting, — As patient progresses. use cord 
instead of rug wool. Choose colauring with care. Odany say that 
red hurts the eyes.) 


5. Knitting Machine. —This canbe used with any? size-of wool 
depending on the degree of vision required. | If necessary it can 
be done-:entirely by:touch: A:crochet hook issued. 


6. Basketry. —-Good’¢éraft as much of the ‘Work can’ be done ‘by 
a sensé of touch. Must’be used catéfully by the therapist lest the 
_ patient associate the Craft with the blind and worry untiecessarily 
-about ‘his’ sight.’ 


“'t. Sea Grass Weaving.—Using ready made and simple pattern 
eye patients ‘expend more physical energy at this than in working 
with wool. Bending over is avoided by having the work at the 
correct height. (Illustration 5.) ~ 


» 8. Weaving .on Scarf: Loom,—{}) Winding wool and warp re- 
quires . little vision, \(2) Threading of, loom,,done:,by, patient and 
therapist. ,. (3), All. plain, or, contrasting colours used—care to be 
taken. in choice of.colour. (4), Careful choice of Patten, degree of 
concentration.and precision may be varied.. 


9. Tablet Weaving .—Slightly more difficult chat. Once tech- 
nique*is ‘understood: patient is profitably occupied without ‘strain 
to vision. A. good bed) craft as'it can’ be ,, to: patient's 
position: © (Illustration 6). : 
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THE USE OF “CONTACT CORNEAL RINGS” IN 
X-RAY LOCALISATION. OF INTRA-OCULAR 
FOREIGN BODIES 


BY 


Lieut. J. L. Rers, Pol. A.M.C. 


OPHTHALMOLOGIST IN A POLISH GENERAL HOSPITAL, C.M.F. 


THE Sweet, McGrigor or the recently described Kraus and Briggs 
methods of X-ray localisation (!,*) of intra-ocular foreign bodies 
seem to be the best, but they require special apparatus. _So, in the 
present ophthalmic literature, we see a striving toward more simple 
methods. Most often metal markers applied to the globe show on 
X-ray films the-relative position of the F.B. 

The prototype of those methods was that given by Comburg’ (). 
It requires a set of special contact glasses with metal marks. 
McGuise and Raffaetto (*) described.a way of replacing those glasses 
with plastic materials obtainable from ‘any dental laboratory. It is, 
however, a complicated and time consuming procedure. The serious 
disadvantage of Comburg’s method is great. difficulty in fitting 
contact glasses to eyes with, swollen or lacerated conjunctiva. 

More suitable for such cases would be the method given by-C. W. 
Graham and described by Stallard (5), namely stitching a wire ring 
to the limbus; or Lautsch’s (®) method of introducing four short 
silver wires under the conjunctiva (radially to the cornea, with their 
ends reaching the limbus).. The latter methods require additional 
surgical manipulations which we should prefer to avoid in many 
cases. 

The equatorial wire ring of Skeoch (’) does not give exact results, 
as its position depends more on the depth of the fornices than on 
the position of the eye-ball. The methods described by Lodge (°) 
can be used only in those cases where the vision of the wounded 
eye is well preserved, or where its movements are completely free. 

Trying to find a way of avoiding those difficulties, I started to 
use thin flat metal rings exactly fitting tothe corneal: margin. I 
made‘such rings myself, taking for this purpose:a lead and-tin alloy, 
about 0°1 mm. thick (found, for instance, in the packing of dental 
X-ray films). The width of the rings is 15mm. The external 
diameter varies for different, eyes... I. think five sizes—10° 5, 11°0, 
11°5, 12°0, 12°5 mm.—should be sufficient. 

After cutting a ring out, I model ‘it on ‘an artificial eye with the 
finger-tips to get the proper shape, fitting it exactly to the eye 
convexity. When put on a previously anaesthetised eye the ring, 
thanks to its softness, corrects its minor inexactitudes itself, sticking 
to the corneal periphery by the force of adhesion. The external 
margin of the ring must correspond exactly with the limbus where 
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the corneo-scleral angle supports the ring, thus preventing it from 
sliding: In a closed eye the slight pressure of the lids aids fixation 
of the ring. 

Thus, adhesion, support of the corneo-scleral angle and pressure 
of the lids keep, the ring in place, even when the eye-ball moves. 
When the patient opens and closes his eyes; or when he moves his 


a7. Sor. 


—__>" 








Anterior view. - Side section. 
Fig. 1, : 


‘ Contact corneal-ting (diameter,.12mm.). 


FiG. 2—Side' section. 


Corneal contact ring fitted on eyeball. 


open eye, the lid margin may dislocate the ring: This is the reason 
why, for the X-ray examination, I put a light dressing on the 
examined eye, to. keep. it closed.during the procedure. To make 
sure that the ring keeps in its place with the eye movements, I let 
the patient change.the direction of his eyes, with the examined eye 
closed, then I open slightly the eye in its different positions, to 
inspect it. 

Such a ring gives a sufficiently distinct shadow on: X-ray films to 
enable in the commonly known way (by making ‘a diagram) the 
localisation’ of a’ F.B. from the relations shown by the. postero- 
anterior and lateral X-ray exposures. . Making two exposures on 
one film, in different positions of the eyé-ball, may facilitate the 
localisation of the F. B. 
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The great advantage of “ contact corneal rings ” is that ‘they are 
easy to prepare, to sterilise and handle; and that they can be used 
also in cases with lacerated, swollen or chemotic conjunctiva. In 
the latter cases they keep in position even mote firmly, as the swollen 
conjunctiva around the cornea gives them a better support. They 
can be used several times, after re-shaping if necessary: When'the 
cornea is damaged or covered by a conjunctival flap, the contact 
corneal rings can be used too, provided.they are cut out according 
to the shape of the changed corneal margin (Fig. 3.) 





Bie: -3. 


Contact corneal ring designed for a case with.a triangular conjunctival 
flap covering the cornea; 3 mm. high, 6 mm-at the base. Corneal 
diameter, 12 mm. 


Acknowledgment.—I wish to thank Major J. Kochanowski and 
Captain J. Krynski, Roentgenologists of a Polish General Hospital, 
for their help and ready co-operation. 
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CHONDROMA BULBI 


A CASE, OF CHONDROMA BULBI *+ 
BY; G Bt 
AARNI ‘AJO- 


STOCKHOLM 


IN the very rare circumstances where one Comes across cartilagin- 
ous tissue in the eye it has either been a question about eyes which 
have not developed normally or about healthy eyes which have 
been ‘attacked by some serious, destructive disease. 

Michel has published’ a report about a case ot congenital. anoph- 
thalmos, where the ** “eyes,” ‘in’ exceptionally contracted orbits, 
were formed by cartilaginous nodules the size ot a pea, covered 
by conjunctiva and surrounded by eye muscles. In cases of 
microphthalmos, cartilaginous tissue has been established by Hess 
and Détsch. In Hess’s case (it concerned an embryo) the cartilage 
stretched fromthe connective-tissue-charged corpus vitreum right 
up to the anterior chamber. Inthe case published by Dotsch; the 
cartilage formation existed slightly below the crystalline lens.” In 
all these cases it was hyaline cartilage, ' 

As said, real cartilaginous tissue has, in isolated cases, even been 
encountered in a previously healthy ‘and normally developed eye, 
which, through some destructive, disease, more often. of a. trau- 
matic nature, has subsequently atrophied:(phthisis bulbi). In such 
cases the cartilage ‘has arisen from an ultimate connective-tissue- 
changing of an abscess in the corpus vitreum or quite possibly it 
might: have had its origin from the elastic choroid membrane 
(Greeff). 

It sometimes, happens that icine cartilage. occurs) in mixed 
tumours of the lacrimal gland. This would account for the fact 
that these tumours are sometimes described as chondroma proper 
(Seidal). 

Two cases. ot ehondroma i in’ the eyelid have: to my knowledge, 
been published. The. first was described by E. Fuchs in 1878. It 
concerned a pea-sized hard tumour, attached to the tarsus and con- 
sisting of broad united homogeneous fibres. The ‘structure of the 
tumour differed from that of an ordinary tarsus only by the width 
and tigidity of the fibres. As Fuchs himself admits, the tumour 
described can scarcely be regarded as a true chondroma. 

The second case was described by Keyser at a congress of Ameti- 
can Ophthalmologists in Maryland in 1895. Seven years previous- 
ly Keyser had’ extirpated a hard cartilaginoid swelling from the 





* From the Ophthalmic: Department (at that time under the charge of Dr. A. Ajo, 
M.D.), of the Central Military Hospital in Helsingfors (at that.time in the charge of 
Dr. L. J. Ollonquist) and ‘the Pathological Department of the Karolinska Hospital 
in Stockholm, Sweden (Chief: Professor Polke Henschen, M.D:). 
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lower eyelid of a woman. ‘The tumour had’ developed during the 
period of one year, and proved to be adherent to the tarsus. Two 
years after the operation the swelling recurred and was again re- 
moved. After a further two years Keyser, on account of a fresh 
recurrence, was compelled to extirpate the whole tarsus together 
with part of the conjunctiva. .A microscopic examination showed 
that the tumour was.a chondroma. 

From. all accounts the occurrence ot cartilaginous tissue as a 
real tumour or even as a part of a mixed tumour in,an otherwise 
sound eye seems to be very rare, At all events I have not come 
across anything similar in the literature. Therefore I consider it 
justifiable to give an account of my own observations of a case of 
chondroma bulbi, despite the fact that the case in question could 
never be fully investigated. 


The patient is a .19-year-old sailor from Pargas (Finland); No hereditary ten- 
, dencies. He has always been in good health with the exception of two attacks 
of angina. Vision in the left eye has been poor since birth. As long as the patient 
can remember he has always had two tumour formations in the conjunctiva of the 
eye and two grey, opaque spots in the cornea. Nevertheless the eye has been white 
and completely without irritation whilst the vision has remained the same until 
two years ago. Then the eye began to ache and redden, show signs of photophobia 
and,‘ in this connection, the vision became poorer whilst the swellings’ became 
enlarged, Later the eye was red and watery at.times. The patient has not.previously 
sought medical advice, but is now sent to the ophthalmic department of the Military 
Hospital. Status; Right eye healthy, vision 1-0. 

‘Left eye: vision. finger counting at 25 cm.,.glasses-do: not help., In the sub- 
conjunctiva of the bulb there, are two soft, movable tumours, apparently covered 
with normal conjunctiva. The one, smaller tumour, 8 o'clock, the other, larger, 
11.30 to 4 o’clock: ‘The latter, the thickness and shape of which resemble a thin 
earth-worm with thinner and thicker sections, stretches upwards and temporally 
as far as the upper fornix under which it disappears. Both tumours appear to 
continue over the limbus and grow infiltratively into the corneal parenchyma. 
The nasal tumour’s ‘continuation is reminiscent of the advancement of rheumatic 
scleritis in the cornea.like a deep wedge-shaped opacity... The temporal. swelling, 
with its sharp and straight demarcation line and its slight protuberance from the 
surface of the cornea looks as if one‘had covered the fateral part of the cornea by 
means of a conjunctival flap (Fig. 1). That part of the cornea which is not infiltrated 
by the tumours, owes its opacity to the many newly-formed deep blood-vessels which 
grow out from the upper nasal limbus and _ stretch right up to the nasal 
demarcation line of the’ temporal tumour.> The corneal epithelium is completely 
undamaged.- The pupil, of which only the lower nasal ‘part is visible, reacts normally. 
No. changes are noticeable in the fundus of the eye. . Pressure normal. No motility 
disturbances. E.S.R. 2 mm.,.Wassermann reaction negative, 


The patient, who, on account of his sure and concise answers, 
appears to be keen and of sound judgment, has in his left eye either 
a congenital tumour or one which developed in his early infancy. 
These are probably two different tumours 

The clinical picture of the tumour with its infiltrative growth in 
the corneal parenchyma suggests, to a certain extent, malignancy. 
In. sharp contrast to this, however, is the anamnetic information 
given by the patient. According to this, both the swellings in the 
conjunctiva as well as the spots in. the cornea have remained un- 
changed in size and shape until the age of 17 years. Therefore the 
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The patient one year later. 
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Fig. 3. 





A section through the excised tissue. Above lacrimal gland tissue, 
below cartilaginous tissue. To the left a small island of cartilage. 
(Magnitying-glass enlargement). 








Fia, 4. 





Section from the border between lacrimal gland and the chondroma. 
(Medium enlargement). , 





Fic. 5. 


Section from the interior of the chondroma. Typical hyaline cartilage 
tissue. (Greater enlargement). 


Section from the periphery of the chondroma transforming into connec- 
tive tissue stroma. Cellular, not very differentiated tissue. (Enlarge- 
ment same as Fig. 5). 
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growth of the tumour should, have.ceased either before birth or 
soon after. It coincides that the eye was completely free from irri- 
tation arid white until two years ago when 1t began to.ache, redden 
and became photophobic, in other: words the eye! became inflamed. 
At. the same time the sight became weaker. 

The deep: blood-vessels in the cornea contirm the! fact that the 
inflammation. in question at least attacked the cornea, In the 
deeper parts of the eye, as far as.it was possible to inspect.them, 
there were no signs of any sustained inflammation such as, for. 
instance, posterior synechia: or such-like. 

Was the tumour the cause of this deep keratitis, has it-directly 
or indirectly caused the origin of the keratitis, or has the corneal 
inflammation merely been an incidental disease sui generis ?: The 
question seems rather difficult to answer. 

With regard to. the weakening sight noticed by the patient, it 
can be fully presupposed by, and have sufficient explanation ‘in, 
the. pannus-formation with its numerous, closely placed blood- 
vessels. It is therefore not possible to draw any conclusions re- 
garding the expansion of the tumour on the basis of the weakening 
of the sight.. Further, the growth of the conjunctival swellings 
alleged by the patient, can perhaps have its natural explanation 
in the inflammation in the surrounding conjunctiva in connection 
with the keratitis,.and with the concomitant thickening of it. 

In order to.obtain a diagnosis, an exploratory excision of the 
tumour was undertaken. In this connection the larger, temporal 
swelling was extirpated almost in its entirety, The operation was 
easy to perform as the tumour was not adherent éither to the con- 
junctiva or:the sclera but lay freely movable in the subconjunctiva. 
It was only at the limbus that it had grown together with the sur- 
roundings and seemed to continue without a break right into the 
corneal parenchyma, growing under the limbal: conjunctiva and 
the corneal epithelium. 

The morbid histology diagnosis was : chondroma without signs 
of malignancy: (Professor H. Castrén). 

Microscopie examination: A section through the excised‘ tissue shows lacrimal 
gland tissue and cartilaginous tissue (Fig. 3). The lacrimal gland tissue is' out- 
wardly surrounded by a. loose connective tissue capsule which seems. to be a natural 
boundary to another tissue and not a part. of a connective tissue septum on the 


other side of which further lacrimal gland tissue could be expected. The gland 
is divided in half by a:septum: of adipose. tissue. ; i ; 

The cartilaginous tissue consists of a larger irregular part., the. size of which 
cannot ‘be judged when it is very reduced by a section laid after the fixation but 
before the’ embedding, and ‘a small oval part which in’ accessible sections lacks con- 
nection with the bigger part. The cartilaginous tissue is.separated from the lacrimal 
gland tissue by means of loose connective tissue and a thin connective tissue capsule 
(Fig. 4) but is, on the other hand to a large extent as if embedded in or surrounded 
.by the same.. It consists of typical hyaline cartilage (Fig. 5) which is richer in cells 
in the periphery. and less, differentiated; and rapidly passes, over to..collagenic 
connective tissue (Fig. 6). No polymorphism, no mitosis, no signs of malignancy. 
Nowhere are there any epithelial structures as in the majority of tumours of the 
salivary or the mucous glands. 
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The: tumour: thus' shows'itself ‘to’ be’a’ case''of a pure chon- 
droma without signs: of malignancy. ‘The question then arises : 
From where can the cumour be thought to originate, which is its 
mother tissue? ‘The close topographical: connection with the lacri- 
mal gland tissue leads one’ immediately to-think that it is a chon- 
droma emanating from this. Similar tumours -are, according to 
Seidel, described: as being in the lacrimal gland, but if it really 
has been a question ‘of pure chondromata and not a matter ‘of carti- 
laginous mixed:tumours, ‘is uncertain. ‘If, on the other hand, one 
goes to the salivary or mucous tumours of the mouth which in so 
many respects resemble those of the lacrimal gland, ‘one will find 
there definite: true chondromata described.- Therefore there is 
nothing to prevent one from regarding the tumour:as a chondroma 
of the lacrimal gland. 

On theother hand it is quite clear that the tissue of the lacrimal 
gland which is encountered presents an extraordinary localisation 
far out from the real environment of the lacrimal gland. It is, how- 
ever, known: that, lacrimal gland tissue in rare cases can appear in 
the conjunctiva and even in the cornea: « A similar instance of 
heterotopic lacrimal gland has been described by Heuven. It is 
most. probable that a similar aberrant lacrimal gland has been the 
cause of: the chondroma. 

Hereby naturally the question of the chondroma matrix has ‘not 
been definitely decided, since even the subconjunctival connective 
tissue and the corneal stroma:may have been the real source from 
which the tumour can be considered to: have grown into the tissue 
of the lacrimal gland. Complete clarity on this point cannot be 
’ reached without an examination of the whole eye which, hitherto, 
has-not: been possible. 

Now. if the tumour is a chondroma without signs of maligeiancy, 
how doés this coincide with the opacities inthe cornea? Can they 
be considered as a result of the keratitis or can they be considered 
as being the continuation of the chondroma in the cornea’? 

The following facts speak forthe first named: possibility : first, 
according to the patient’s history, the eye has been inflamed, and 
second, the deep blood-vessels i in the cornea give evidence that the 
corriea has been attacked. 

For the latter possibility we have : first the morbid histological 
diagnosis, secondly the observations made during the operation on 
the continuation of the tumour in the corneal parenchyma, and 
thirdly. .the protuberance of the temporal. opacity on the surface of 
the cornea. 

It. therefore seems peshalile that the corneal opacities are pro- 
duced by the radiation of the. chondroma in 'the-cornea.. But the 
infiltrative growth of the tumour in the corneal parenchyma is in 
conflict with. its innocency. 
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Has the tumour ceased.to grow,.and why, or had it only tem- 4 
porarily done it during early childhood and then actually begun a 
to grow again as the patient stated? From where does the tumour u 
originate? What is the cause of the keratitis ? 

All these questions must remain unanswered, 

It is to be regretted that.the patient, despite his poor sight and 
the unsightliness of the eye, was unwilling to undergo an enuclea- 
tion as this would have been the only way in which the case could 
have been fully cleared up. As it concerned a seeing eye in which 
there was no trace of malignancy there was no justification in try- 
ing to persuade him to submit to a mutilating operation. i 

The patient came again a year later. In the meantime, he said, i 
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the eye had ached at times and the sight had become poorer as a ; 
result of the continued growth of the tumour. 4 
An examination of the eye caused one immediately to notice : 
that the tumour had grown indeed. The cornea was surrounded 
on all sides by grey new growth which infiltrated the cornea elevat- af 
‘ing it from its surface ‘as will be seen from Fig. 2. The remaining 
free part of the cornea was, as before, clouded with deep blood- . 
vessels although not in a higher degree than that part of the pupil 
could ‘still be seen. Poor red reflex but no penetration. Vision 
finger-counting at 20 cm. (V. o. dx 1-0). 
Consequently the tumour had grown considerably during the a 
course of one year and the manner of growth was malignant. ‘ 
The patient’s earlier information that the swellings in the eye : 
had begun to grow three years ago seems therefore to have been : 
correct. ‘ 
Even though the disease had so manifestly progressed and the ‘ 
eye, from a cosmetic point of view, not fulfilled the smallest de- ‘ 
mands, the patient even now would not submit to an enucleation. ; 
He was therefore transferred to the Roentgen department for 
treatment and his ultimate fate is unknown to me. 






















I take this opportunity of expressing my most grateful thanks 
to Prof. Folke Henschen for his kindness in allowing me to carry 
out the microphotography of my preparations (worked out in the 
Pathological Institute in Helsingfors) in came institute and for his 
valuable opinion connersing them. 








BIBLIOGRAPHY. 


Dotscu, A.—Anatomische’ Untersuchungen eines Falles ‘von’ Mikrophthalmus 
ccngenitus bilateralis. Gr, Arch. f.iAugenhettk., 1899: 48, 1 59, 

Fucus, ‘E.—Uber das Chalazion und tiber einige seltenere Lidgeschwilste. Gr. 
oe. fe Augenheilk. 1878/24, 22121. 

GrEEFF, R :—Handb. d,'spez. path. Anat. u, Histol. (Hecke dt absenseht; Bec. 
Vol. XI, p. 1, 1928. 

HEss, ¢ Zur: Pathogenese des Mikrophthalmus. Gr. Arch. f. Augenheiik., 
1888 : 34, 3: 147. 














' 





470 N. PINES 


HevuveNn, V.—Dislocatio glandulae lacrimalis. Nederl. Tijdschr. Geneesk. 1928, 
Il: 3566. Ref. Seidel. : : 

KkYSER.—Un cas d’enchondrome du tarse de la paupiére supérieure, Ann. 
'd’Ocul. 1895: 69, 114. ; 

MICHEL, J.—Ein Fall von Anophthalmus: Bilateralis:' Gr. Arch: f. Augenheilk., 
1878: 24, 2: 71. itt 

SEIDEL, E.—Handb. d. spez. path. Anat. u. Histol. Henke-Lubarsch), Berlin. 

Vol. XI, p. 2, 1931, 








THE DIAGNOSTIC AND. CLINICAL VALUE.OF SOME 
FORMS OF RETINAL ANGIOSPASM* 


BY 
N. PINES — 


LONDON 


THE scope of this paper is limited. It will not include spasm of the 
venous system, rarely seen but undoubtedly existing (it is fre- 
quently seen on the arms, when making an intravenous injection). 
And the chief interest, if any, of this paper is the connection. it 
tries to establish between the ophthalmoscopic picture of; the 
retina and the result of the general clinical examination, especially 
that of the arterial circulation. | As far as, bibliography is con- 
cerned, the writer thought it amply sufficient to refer only to two © 
such monumental works on the subject as. Bailliart’s ‘* Circu- 
lation Retinienne ’’ and the Text-book of Ophthalmology by Sir 
Stewart Duke-Elder. The ophthalmoscope was the same old one— 
Wolf's, with a red-free filter of green glass, with a 12 volt bulb, 
working to a maximum and to a short-life through a _rheostat, 
attached to a carbon-bulb. It is important to achieve a very,con- 
siderable degree of brilliancy to see clearly many details.. Until 
the technique is mastered, it is advisable to dilate the patient’s 
pupil and to work in a darkened room. This kind of observation 
puts a good deal of strain on the observer and must be of necessity 
short. Nor is the patient likely to stand it for a prolonged period, 
although the brilliancy of the light is mollified for him by the green 
filter. I did ‘not find.the mesh for measurement of the retinal 
vessels of much use. 


Physiological angiospasm 
In a perfectly healthy fundus, so‘rarely seen, because the trans- 
lucency. of the arterial wall:is usually lost in childhood as a result 
of various infectious diseases, if the observer follows very carefully 
all the primary, secondary, etc., branches of the arteries, starting 
from their emerging point on the surface of the disc and scrutinis- 
ing every bit up to the utmost periphery—the arteries are naturally 
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becoming ‘natrower and narrower but in a quite regular manner, 
i.¢., the volume diminishes in perfect gradualness. There may be 
differences in different branches, but for one artery or one branch 
it is a rule. There are only two possible pitfalls in such a case— 
the artery runs on slightly different levels as far as the retina is 
concerned or, looking through the periphery of lens, the difference 
in refraction of the central and peripheral parts of the lens, may 
lead to this error—bits of an artery look different in volume—but 
with practice it is easy to avoid this mistake. In many healthy 
young men, usually below 30 years of age, in spite ot translucency 
of the retinal vessels being absent, I found this gradual diminution 
of the arterial lumen present. But in the people of early middle 
age it is quite the opposite. You follow the artery say near the 
disc, not on the disc, where conditions are quite different, a tiny 
bit of it becomes slightly narrower, say to one tenth of its volume, 
and immediately after that the artery becomes again wider and 
then gradually narrows down till it disappears altogether. It looks 


es is 
something like this ) . The colour remains the same, rosy or 


copper. The light reflex is not changed; this local and very insig- 
nificant change is easily missed, unless kept in mind; it may affect 
tiny bits up to 1/20 of a disc diameter—in the primary and second- 
ary branches. I do not remember seeing much of it in the tertiary 
branches of healthy persons. But.even more often and more clearly 
it is seen on the so-called ‘‘independent arteries,”’ narrow and long, 
which join the main branch on the disc or deep by themselves into 
the substance of the disc. I missed all these fine changes for many 
years—there is so much usually to see in the fundi and, as men- 
tioned betore, the scrutinising must be very close, entirely concen- 
trated in following all the arteries and therefore very tiresome 
indeed. Nor. did I see this phenomenon described anywhere. I 
started to notice it myself only for the last few years in normal 
fundi, Very thorough investigation of all other retinal functions 
did not detect anything abnormal. I was puzzled for a long time, 
- and then gradually a possible explanation dawned upon me, 1.e., 
that the retinal picture is only a. part of the general vascular make- 


_up of the patient. ; 


'“ Oscillometry 


In Pashon’s oscillometer we have an ingenious, instrument to 
measure the actual expansion of the arteries and arterioles, but not 
of capillaries, in the.four limbs. '. -It consists of an india-rubber 
cuff, applied. round the.end of.the. forearm (I. use for. the, investiga- 
tion the original.Pashon’s and not that.,of.Gallavardin) as near; to 
the wrist as possible,and the end of the calf.as near as.possible to 
the ankle. It is connected by an india-rubber tube: withthe box 
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of the oscillometer; the whole of the system must be strictly. air- 
tight. Then air is pumped in and the sphygmomanometer, on the 
top of the metailic_ box shows the height of the pressure in centi- 
metres of mercury inside the cuff; now we stop pumping air—I 
usually palpate the pulse in the radial artery just below the cuff— 
and depress a special automatic gadget, that immediately connects 
the cuff with the inside of the air-tight metallic box. Inside of this 
box is situated an aneroid tube connected with a needle, seen by 
an observer on the face of a graduated scale. With every systolic 
waye this needle is moving and shows the degree of expansion of 
the artery. The reader is referred for particulars to the original 
description of the oscillometer by Pashon.. It is important to realise 
that oscillometry changes with the different height of blood- 
pressure, the systolic having the first increase, the. mean blood- 
pressure having the maximum and the diastolic the smaller of 
readings. In my experience in quite healthy persons the oscillo- 
metric index for both upper limbs and for both lower limbs, but 
not for the upper and lower limbs together is nearly equal, the 
difference of 10 per cent. between corresponding limbs being not 
unusual, but 25 per cent. in my opinion, would be decidedly ab- 
normal. Right wrist, for argument’s sake 3, left 34; right ankle 
6, left ankle 7. The lower limb usually gives a larger oscillometric 
reading than the upper one, due to increased blood supply. But 
in perfectly healthy subjects—without any blemish—so to say, the 
reading would be 3 and 3, 6 and 6. Even the 10 per cent. differ- 
ence in reading must be due to some cause. And, in my opinion, 
there may be only two such possible causes, 1. the congenital 
slight difference in the blood supply, or 2. the play of vasomotors, 
i.e., angiospasm of mild (physiological degree). 

If the difference is due to No. 1, it ought to be constant for all 
the times. If it is due to No. 2—unless a serious pathological 
change is present—it ought to be changeable. And so it is. In 
examining the same subject again after a few weeks you may find 
R.W. 31, L.W. 3, R. ankle 7, L.A. 6 or 63. The combinations 
may be various and numberless. And invariably in those subjects 
I found this mild angiospasm of the retinal vessels, as described 
above. There is no parallelism in those two processes at all—a man 
can have extreme angiospasm in one or both of his legs—the oscil- 
lometer there would be 0 or 3 against.3 or 4 in his upper limbs, 
but the retina will show only a mild degree of angiospasm—may 
be affecting not ‘one, but a few of the branches, but nothing strik- 
ing or corresponding to ‘the state of vascular circulation in the 
lower limbs. The picture is still_more complicated by the usual 
vascular retinal changes, due to atherosclerosis, involutional scler- 
osis and essential hyperpiesis. After all, the physiological angio- 
spasm may be present in all of them and simply becomes exagger- 
ated in pathological conditions. It is of the utmost importance to 
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realise that the oscillometric readings are not.of an absolute value, 
that they are highly individual, and important are only. the differ- 
ences in the corresponding readings. There is, another corrobora- 
tion of my opinion, that usually those differences: are due 
to the play of vasomotors. Usually the systolic pressure is higher 
on the side, where oscillometric readings are smaller. It would be 
otherwise if those readings would be due to congenital narrowing. 
The diastolic and the mean-pressure may also be affected, but much 
more rarely. As an instance, here are the readings of a male, aged 
39, a heavy smoker, and a neurasthenic, seen on September 17, 


180 (170) 150 (140) 
1939; R.W.————_, mean 120; L.W. —--———,, mean 100, 
110 - 2 90 - 3 


but both ankles were 4. One of his indep. arteries is narrowed. 
On September 20th, 1939, another male, 23 years of age, had on 
130 (120) 
both wrists —-————, both ankles 6. Retina—nil special. 
90 - 3 

I must confess, that at the time I had not yet started to examine 
the retinal vessels scrupulously re angiospasm. If I am right in 
my deductions, then one result of those observations is of some 
importance—this physiological angiospasm of retinal arteries. is 
part of a general one, i.e., the retina is subject to the influence of 
the general vasomotor centre. In the past I thought otherwise. 
But obviously some additional factor is interfering, helping the 
retinal vessels to some degree of independence because I see pretty 
often nearly complete absence of oscillometry in the lower limbs, 
but extremely rarely in the upper limbs, and still more rarely in 
the retina. Of course, no oscillometric reading is possible at all 
in the retinal vessels. What I meant is the difference in the fre- 
quency of the complete cessation of the circulation in the foot; as 
witnessed by gangrene and of a similar condition in the retina by 
thrombosis of the central artery. Or are both conditions seen nearly 
equally frequently ? I am not in a position to decide this question, 
I can only dare to postulate it. 


Diastolic and mean retinal pressures 

After I came to certain conclusions re physiological retinal angio- 
spasm, the obvious next step was to measure out the diastolic pres- 
sure, using the ingenious and reliable method of Bailliart. There 
is no necessity for me to describe this method. It requires some 
training. Fully applied, it requires.the measurement of intra- 
ocular pressure as well. To this usually the patient objects. There- 
fore in the great majority of my cases I measure approximately the 
diastolic pressure only by applying Bailliart’s tonometer on the 
upper lid. It is very inaccurate, of course, but still it helps to eluci- 
date the picture, better than the simple digital compression of the 
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ball: When you start to apply the dynamometer, you will find that 
at a certain point in the procedure there is a distinct trembling of 
the arterial tree on the disc and the blood stream presents a peculiar 
picture, I dare to say it stays undecided, which way to go. Your 
applied pressure, plus the intra-ocular one is equal to a diastolic 
retinal one. You slightly increase your pressure, and you see dis- 
tinct arterial pulsation. The difference between two readings would 
partly represent, inter alia, also the actual measurement of the 
force of resistance of the arterial wall. It represents the mean 
blood pressure. In cases of physiological angiospasm of the 
retinal vessels I could not detect any difference between the con- 
tracted and non-contracted part of the arteries, provided tieir dis- 


tance from the centre of the disc is equal. And my experience 
corresponds to that of Bailliart, that in the retinal vessels the dias- 
tolic presstire would be about 40 per cent. of the brachial one. It 
is usually equal in both eyes. 1 do not measure the systolic retinal 
pressure as it is not so important and requires rather a considerable 
outside pressure on the globe. in pathological cases, including 
those of mental anxiety, one may find a distinct difference in dias- 
tolic pressure on both sides, although a small one. Some claims 
for insurance payment in accident cases are peculiar. For distinct 
discomfort of some of the members of the medical fraternity, chiefly 
engaged in protecting the interests of the big insurance companies, 
this difference may remain for some time and usually disappears in 
a few weeks or months after the settlementof the claim. The same 
difference in the diastolic pressure may be present in cases of 
mild concussion of the brain. Additional to that is usually present 
the physiological angiospasm of the retinal arteries as described 
above, and the difference in oscillometric index of the four limbs. 
An additional difficulty is introduced by the age, say, of a person 
of 50, in regard of shape of the retinal arteries and of oscillometric 
index, but not of diastolic retinal pressure. From the other side 
extreme youth may prevent the appearance of the retinal angio- 
spasm. 

A boy aged 15 years met with a trivial accident when working on 
a tailor’s cutting ‘machine, as a result of some mechanical defect. 


A deep scar, not attached to the bone, goes through the tip of the 


left thumb. He is a scion of a highly neurotic family.. He cannot 
130: (120) 
work yet fully as a tailor’s cutter. © R.W. ——_——— mm. 85, 


80-3 


110 (100) 

L.W. —————. mm. 85. Both ankles 5. © Both retinae—nil 
80 - 1} 

abnormal. Three-quarters of an hour later, in the presence of the 


120 (110) 
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insurance company’s; doctor, R.W.: min. 8, 
; 80-1} 
100 (90) 
80-4 
1943, Il examined him on May 13, 1945. 


This method of Bailliart is of utmost importance in pathological 
cases. A lady of over 50 years of age came 'to see me with blood 


250 


pressure many years ago, She was under my care over 10 


120 


mm. 85. The accident happened in September, 


| 190 
years, never having lower blood pressure than ——, but usually 
95 


250 
nearer . Advanced sclerosis of the retinal vessels, in later stage 
120 


also retinal haemorrhages and spots of retinomalacia, but not 
retinal oedema. Six months approximately’ before the end shé 
complained of severe and persistent giddiness. A complete exam- 
ination by Bailliart’s method showed a diastolic retinal pressure 
of 25 with a brachial diastolic of 120, Her giddiness was then due 
to cerebral hypo-and not to hypertension. This also pointed to the 
conclusion that her angiospasm is directed to the’ body, but not 
to brain. 

A few months afterwards, with preceding dyspnoea, that was 
more disturbing than giddiness, she survived an attack of coronary 
thrombosis, but succumbed to the second one 6 or 8 weeks after- 
wards. It is important to notice that those forms of pathological 
angiospasm are usually not temporary, but persistent... The same 
applies to the physiological angiospasm. This is why Bailliart’s 
method is so important by giving an additional diagnostic index 
in estimating the pressure in the changed retinal arteries. 


If I may be allowed some freedom in fantastic schematising of 
all those phenomena—TI would ‘indicate ‘two possible causes of 
events. Starting with an angiospasm,, as,an involutionary (or a 
defensive) reaction, providing the pressure in all branches of the 
vascular-tree is equal,a person lives toaripe old ageand only then 
develops the full picture of vascular degeneration, the capillary 
and parenchyma usually escaping, at least in the retina, as wit- 
nessed by absence of retinal haemorrhage, or retinomalacia. The 
other, much shorter way, is that of a vagotonic subject; he has 
not only an angiospasm, but also suffers from inequality of arterial: 
pressure in different vascular branches., He develops much earlier 
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all the signs of vascular degeneration, including: that of the capil- 
laries and parenchyma, he is subject to vascular accident, 
especially if essential hypertension is added to and the kidney 
function is impaired. But both are starting from the same physio- 
logical angiospasm. This spasm is an important and early sign, 
worth watching and pointing the way to dangerous. possibility 
years ahead, but it is only a part of the clinical picture and must be 
included in the whole. 

As mentioned above, the symptom by itself is only the first step 
of the accommodation of the body to new condition of vascular 
life. It is usually not accompanied by a local rise in blood pressure. 
But if, measured by Bailliart’s method, the diastolic pressure will 
be raised as well, usually it comes much later, and it precedes 
for some time the ophthalmoscopic changes in the retinal vessels, 
and the prognosis becomes much more alarming. I will even ask 
the indulgence of the reader for a generalisation. One way of 
vascular degeneration, accompanied by normal or even moderately 
elevated blood pressure is not liable to local angiospasms, allows 
the-reaching of the ripe age, is characterised chiefly by a. v. com- 
pression and may be tortuosity of the arteries. This is the picture 
of senile fundus. The other one, in similar conditions of the blood 
pressure or with a very elevated sphygmomanometric reading, is 
liable in addition to local angiospasm, involving a whole area of 
the vascular tree, leading to vascular accidents or even exitus 
laethalis; in fundi the predominant picture is the change of the 
arterial wall and volume, haemorrhages, retinomalacia, etc. The 
clue in the diagnosis would be the sphygmometric, dynamometric 
(for the retina) and oscillometric readings together with the general 
clinical picture. 
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REPORT ON A CASE OF HYDROPHTHALMIA 
(BUPHTHALMOS) 


BY 


E. EPsTEIN, Major, R.A.M.C, 
THE following case is, thought worth recording, for whereas the 


diagnosis of .megalocornea might presumably ,have been made 
previously, the recent development of acute glaucoma in the right 
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eye suggests that. the case is one of, arrested hydrophthalmia that 
has, “‘decompensated’”” to use an old cardiological term... ..It 
illustrates the difficulty of making a definite diagnosis of: megalo- 
cornea in the absence of a clear familial -history and. indicates the 
need for caution in such cases. 

Dvr. H., aged: 24 years, was enlisted July, 1939, and categorised 
Al. He served with the B.E.F., M.E.F.,. C.M.F., and, finally 
B.L.A. without ever complaining about his eyes until July-August, 
1944, whilst in France, when he began to have a lot. of headaches— 
unusual for him. -He, thought that the great’ amount of night 
driving recently done had provoked them... On August 16, 1944, he 
was sent for ophthalmic examination on account of these headaches 
and was ordered the following glasses :—V.R. 6/60. —5°00 D.Sph. 
=6/36. V.L. 6/18. .—0°50 D.Sph. € —1°00 D.C. ax. 180°=6/9 
and recategorised A3 in keeping with the Army visual standard of 4. 
The spectacles helped but he still had headaches at times. Towards 
the end of January, 1945, some dust blew into the left eye and.on 
rubbing it-he noticed that the right vision was extremely dim. He 
reported ill again and was examined at a hospital in Belgium where 
the diagnosis of acute glaucoma was made. When seen by me on 
March 17, 1945, the condition was as follows :—Right eye: absolute 
glaucoma, injected bulb, steamy cornea, semi-dilated and fixed pupil. 
Fundus seen with difficulty but deep glaucomatous cupping and 
many scattered round haemorrhages observed. Tension: R.=32, 
L.=11:mm./Hg Schiétz. Both eyes have large corneae: R. 
horizontal diam. 14 mm.; Vert. diam. 14 mm., L. hor. diam. 134: 
mm.; vert. diam. 134 mm. Arcus juvenilis lower quadrants R. 
and L. Wide limbus R>L. No corneal opacities except a very 
small “chalk” ring on right. Slit-lamp examination showed scattered 
numerous dots of pigment. on and _in endothelium with tendency to 
aggregate into a central column as Krukenberg spindles. No splits 
of Descemet’s, right or left. Curvature of centre of both corneae more 
than usual, radius of R. 7°5, L. 7°90 mm. The sclera’is thin R.>L. 
Anterior chambers are deep, R. 6°5 —7 mm.; L. 6mm. Iris, R. and 
L., slightly atrophic having a frayed appearance. On transillumination 
the atrophy is seen to affect mainly the periphery and the pupil 
edge just within the sphincter. R. affected more than L. Lenses 
thicker than normal, sagittal diameter being 5mm. They are non- 
tremulous. : Fundi: R, as above, L. normal. L. field is normal, 
periphery and blind spot, using 1/330, 1/1,000 and 10/1,000 white 
targets. | 

Refraction :—R. no P.L. —3°0 D.Sph. ¢ —2°0.D,C. ax. 165° 

L. 6/12+ -—0°5:)D.Sph. c -—.2'0 D.C. ax. 5°= 66: 

The right eye has the appearance of being larger than the left and 
the above refraction is in keeping with an axial enlargement 
although the relative retro-position of the lens in the right eye 
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might possibly account for the refractive difference. A good photo- 
graph ‘taken-in 1940 shows the right eye then to be ‘larger in 
appearance. PROM 

There has at various times been much’ controversy whether 
megalocornea is an entity or an arrested hydrophthalmia. The 
work of Kayser, Seefelder, Kestenbaum, Grénholm, Friede, quoted 
by Anderson’, indicates that megalocornea asa definite entity does 
exist and pedigrees have been’ published: On the other hand 
Axenfeld, Fuchs, von Hippel, Treacher Collins ‘and others, thought 
that the two conditions were different manifestations of the same 
disease. Zorab? describes a case of megalocornea affecting one eye 
and hydrophthalmia the other. His description is insufficient, but I 
feel that the megalocornea was also an arrested hydrophthalmia. 

The possibility of Dvr. H. being a megalocornea with juvenile 
glaucoma affecting the right eye is most unlikely. The lack of 
symmetry, the wide limbus, the thin sclera, and definite glaucoma, 
right, all support the contention that this is a case of hydrophthalmia, 
although the freedom of the corneae from the typical splits- of 
Descemet and opacities is unexpected. 


Summary. and Conclusion 


A case is described with many features which might have suggested 
diagnosis of megalocornea, but has declared itself as hydrophthalmia. 
It indicates that the diagnosis of the former condition in the absence 
of a familial history can be most difficult and should then be made 
reservedly. 
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AN ELECTROLYSIS APPARATUS DEVISED 
‘FOR RETINAL DETACHMENTS* 


BY 


G. GORDON-NAPIER 


NOTTINGHAM 


ELECTROLYSIS was originally used by Schoeler (1893) and Abadie 
(1893) in the treatment of detachment of the retina but without any 
success chiefly because they did not search for, find and seal the 
retinal tear. v.Szily and.Machemer in 1934 used bipolar electro- 
lysis with success. Imre used the anodal in 1932 and Vogt the 
cathodal current in 1934, 





*Paper read before the Midland Ophthalmological Society at Nottingham on 
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Electrolysis is a delicate and non-traumatic method of sealing 
the retinal tears and the accuracy of the ‘‘ Strike ’’ can be clearly 
observed with the ophthalmoscope if the negative electrode is used 
as the active electrode. 

An electrolysis apparatus is usually simple to make and the parts 
required are generally easy to obtain. The reason for making the 
apparatus I propose to describe was that none was available 
in any military hospital in India during my tour of service 
there. The location of the nearest diathermy apparatus was 
in a civil hospital more than a hundred miles away. During my. 
three and a half years’ service in India this apparatus was used 
without a milliamperemeter. During my first three months in 
India I was obliged to send Military patients to this civil hospital 
to have the diathermy operation for detachment of the retina. Two 
out of the three cases lost the operated eye. I believe the cause of 
this catastrophe was severe burning because of no milliampere- 
meter control. 

Before an electrolysis apparatus can be constructed certain essen- 
tial parts. must be purchased and under normal conditions this 
presents no difficulty: Under service conditions purchasing 
authority must first be obtained and with a co-operative command- 
ing officer and A.D.M.S. permission to purchase parts up to the 
value of Rs. 100 was’ granted. I got into communication with 
many well known electrical firms with negative results. I then 
decided I would apply for three days’ casual leave and go on a 
‘hunting ’’ expedition. Within twenty-four hours I found the 
only available milliamperemeter of the moving coil variety made 
by the General Electric Company—it was an excellent one. The 
variable resistance was of the carbon type and though I was warned 
against its use it gave no trouble during three years of use. This 
together with the terminals were of the type used in wireless sets 
and were bought from a radio shop. At first we used a 60-volt 
high tension battery but found this unsatisfactory because of the 
high humidity during certain times of the year. It was then decided 
. to go on another ‘‘ hunt ”’ for a rectifier. Phe recognised firms said 
that this was not available. I obtained a second hand rectifier in 
a wireless junk-shop in the Bazaar. The out-put current from this 
could be varied to 40-60, 60-80, 80-100, 100-120 volts. 60-80 volt 
output was generally used. The circuit of this apparatus is a simple 
one and is shown in the accompanying diagram (Fig. 1). All the 
connections. were carefully soldered and asa safety measure the 
apparatus was earthed. The panel for mounting the milliampere- 
meter, the variable resistance, the on-and-off switch and the posi- 
tive and negative terminals were of bakelite. The panel fitted into 
a wooden box about a foot cube. This box also housed the rectifier 


(Fig. 2). 
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Fig. 1, 


Circuit of electrolysis apparatus devised for detachment of the retina. 
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No electrolysis needle-holder could be obtained so we halved an 
old cautery holder and used this as a needle-holder. In addition 
to this we made a holder from a fine brass rod insulating this with 
fibre... The..make-and-break switch was made from a small piece 
of brass ribbon and._an ivory button, the latter being part of an 
ivory ornament. One énd of the brass rod was drilled.with a watch- 
maker’s drill to take the needle anda thread-was cut in. the side of 
the rod to take a mill-screw to fix the needle. The other end of 
the rod was flanged-and threaded to take the flex lead to the appara- 
tus (Fig. 8). The next difficulty was to find fine enough needles. 
Again the bazaars were searched and the finest needle in stock was 
No: 20 sewing needle. Several packets of this size were purchased. 
The needles weré first heated with a-spirit: lamp-and-blow- pipe 


100-120 volfs 
$o- 100 
Gc &a 











Fic. 2. 


Line drawing of box and stand for electrolysis apparatus. 
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six millimetres from the pointed:end and the needle was bent to 
90 degrees so that the applicator end of the needle six millimetres 
in length was at right anglesto the body of the needle. By this 
method of bending it was found that the needles lost their temper 
in ‘spite of the fact that they were immersed in oil immediately 
after bending. This was ‘mentioned to:two young engineers of 
the R.E.M.E. who: immediately offered us valuable help in the 
service of a precision instrument maker. ‘This N.C.O. embedded 
the needles in lead:except for a small area 1 mm. in. size 6 mm. 
from the pointed end.'| Heat was'then applied°to this small area 


and ‘the needlebent to'a right angle. The needle was immediately 


plunged:into 3 in 1 oil. The temper was retained and the set of 
150 needles was used for over three years without any trouble. ‘The 
indifferent electrode was made from a piece of zinc. The needle 
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Fie: 3. 
Needle holder. 





Fic. 4. 
Needle. 


fitted into the end of the holder and was held securely in position 
by a mill screw (Fig. 3). 

In nearly all the cases treated with this ‘‘ scratch ’’ apparatus 
the negative pole was used as the active electrode. In every case 
it was used for localising the Retinal tear. In extensive disinsertions 
the extreme edge of the rent and the central position of the rent 
were first localised by means of the negative electrode. The positive 
electrode was then used to complete the barrage. The fundus was 
kept under ophthalmoscopic observation throughout the operation. 
On no occasion was more than 6 m.a. of current used to obtain 
penetration of the sclera. We found it essential to start the appli- 
cation with full resistance and then gradually lessen the resistance 
so as to increase the current in a slow, steady, manner: up. to the 
required strength. By strict adherence to this rule much. dis- 
comfort can be avoided. 

In all cases we used careful siceihadicn dea One hour before the 
operation for patients of 9 stone and over morphine hydrochloride: 


ec 
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grs. 4 and hyoscine hydrobromide grs. 1/100th subcutaneously 
and half an hour before operation 2 grams of penthothal in 20 c.c. 
of water was given intra-rectally. No instillation anaesthesia was 
used. With the patient on the operating table 4 c.c. of novutox 
was injected intra-orbitally through the lower lid. If there was to 
be any division of extra-ocular muscles then a few minims of 
novutox was injected into the appropriate muscle. 

The indifferent electrode was covered with several layers of wet 
lint and was then bandaged on to the upper arm. The usual expo- 
sure was made through the conjunctiva. The needle was fitted into 
the holder and the first application made in the desired position. 
For penetration the time of application varied depending on the 
thickness of the sclera. On no occasion was the time of application 
more than 7 seconds and the usual time was about 4 seconds. The 
strength of current varied between 3 and 6 m.a. The needle was 
then detached from the holder and another needle fitted. Another 
application was then made. This is continued until the barrage is 
complete. In one case of extensive disinsertion we used thirty 
needles to complete the barrage. The needles are then carefully 
removed from the sclera and the subretinal fluid escapes. If any 
muscle has been cut it is resutured and the conjunctiva repaired. 
The position of nursing depends on the position of the retinal tear. 
If above the patient is nursed with the foot of the bed raised and 
if below he is propped up. -The patients were kept in the agreed 
position for three weeks. They were then allowed to move about 
in bed for a week. The fifth week they sat in a chair and the sixth 
week were allowed to move about the ward. 

I have records of twenty-five cases undertaken with this appara- 
tus though many more cases were actually treated (see table). The 


Results of 25 Cases of Detachment of the Retina Treated 
by Electrolysis 
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most interesting case was that of;am infantryman who sustained 
an injury through a missile being hurled through the barrack 
room window while he was peacefully reading a book. The stone 
struck his eye through the closed lids. His vision was immediately 
blurred and he reported to my Ophthalmic Centre immediately. 
Examination showed perception of light with a traumatic hole at 
the macula and an extensive central detachment of the retina. It 
was impossible to chart the field of vision. He was confined to 
bed for a week and then operation was performed. ‘The lateral 
rectus was divided and all subsidiary attachments were carefully 
cut and the eye pulled medially. We thought the chances of strik- 
ing the macula were remote. We used a bone shoe horn as an 
insulator cutting this down to a suitable size. The ordinary needles 
_ we had made were unsuitable so we made an applicator of alu- 
minium and soldered five millimetres of No. 20 sewing needle into 
it. The applicator was curved so as to pass around the globe and 
was insulated with cellulose paint. The needle was passed around 
to the posterior pole of the eye and pressure brought to bear. -The 
current used was 4 m.a. for four seconds. On ophthalmoscopic 
examination bubbles could be seen emerging from the macular 
hole. The patient was nursed with the foot of the bed on blocks, 
The sixth week after the operation the field was charted and found 
to be full to white 2/330 with a small steep-edged. central scotoma 
for white 2/1000 and white 20/1000. There was no detachment. He 
was re-examined in a year when the field was the same and 
there was no detachment of the retina. This case was seen before 
and after operation by Colonel Verdon, Consultant Ophthalmo- 
logist to Southern Army, India and Colonel Martin Cruikshank, 
Consultant Surgeon to Southern Army, India. The latter also has 
a wide experience in ophthalmology. Twelve cases re-attached 
after the first operation and were still attached 6 months after opera- 
tion. Of the remaining twelve cases four re-attached after a second 
operation performed three to four months after the first. . Eight 
cases were complete failures. One of these had a central detach- 
ment with a traumatic hole at the macula. He was an excellent 
patient. and deserved a better result. Of the remaining seven 
failures three cases were idiopathic detachments in myopes and four 
were traumatic. Of the twelve successful cases after the first opera- 
tion seven were traumatic with fairly large disinsertions and five 
-were in myopes with one or more retinal.tears. Of the four cases 
which re-attached after a second operation three were traumatic 
and one a detachment in a myope. 


> 
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Recollections of cases with intra-ocular foreign bodies 


Once upon a time a man came to the writer’s out-patient depart- 
ment with a history of having injured his eye while at work using a 
hammer and chisel a few days before his visit. It was obvious that 
he had sustained a perforating injury and a foreign body could be 
seen entangled in the iris below the pupil. The case was admitted 
and as a matter of routine he was referred to the X-ray department. 
Judge of our surprise when the report came back that there was no 
evidence of foreign body, Undeterred by this we performed a 
corneal section and removed the foreign body with the piece of iris 
in which it was’entangled. Having got it out we were unkind . 
enough to send it back to the X-ray department with a request that 
the report might be amended. ~This was done with handsome 
apologies. We do not remember that the excuse of “hard tube”’ 
was even offered and the radiologist was almost overcome, and 
hardly listened to our statement that no harm had resulted. 

Another case some years earlier occurred when we were taking 
the holiday work of a colleague. Here a man came up with well 
marked siderosis. His out-patient card showed that he had attended 
about a year before for injury. In this case the foreign body was 
seen lying in the fundus just above the disc. -The corneal scar was 
not easy to detect but it was there. As there were no facilities at 
hand for such special work we sent-the man to one of the eye 
hospitals and heard no more of him. 

One case we saw in private having been asked to give a report on 
a post traumatic cataract. Here; the scar in the cornea was quite 
easily seen and we referred the patient to his original surgeon with 
the advice that an X-ray should be taken. 

The last case was a remarkable one. Towards the end of the 
1914-18 war a service patient was sent by a colleague of ours with 
a unilateral mature cataract for extraction. The man was in a very 
melancholic condition, “His history was that the left eye had 
squinted from childhood and he had never had much sight in it. 
The right eye had been. injured eighteen months before and he had 
been in hospital most of the time since. Besides the cataract he 
had a corneal scar as well as a tiny hole in the iris. The X-ray 
photo showed a shadow in the region of the lens. When the lens 
was extracted the foreign body came out embedded init. It wasa 
minute fragment of steel. The eye did well and got 6/6 vision. 
The melancholia cleared up at once. 

This man, instead of having been sent to an ophthalmic surgeon 
as he should have been, had been immured in a hospital for shell- 
shock cases and other nervous phenomena; about the worst possible 





CONJUNCTIVA 487 


atmosphere for him, and one to which he never should have been 
sent. Ss 

In our opinion there is little excuse for*a trained ophthalmic 
surgeon missing such cases as these, but the fact that it is possible 
- for the expert to make such mistakes should make us chary of 
blaming one who holds a diploma in general medicine and surgery, 
and has had no-special eye training. The public too often think 
that because a person is qualified:he is competent to give an opinion 
on any:and every kind of case. This is not so: and although the 
writer supposes that in virtue of his diploma he is as well qualified, 
on paper, as any one else to give an’ anaesthetic, he would yet be 
exceedingly sorry to have to give one, not having done such-a thing 
for close on forty years. 








ABSTRACTS 


I.—_CONJUNCTIVAL 


(1) Magitot, A. (Paris)—Allergic affections of the conjunctiva 
and cornea. Ann. d’Ocul., Vol. CLXXVIII, p. 321, 1945. 

\1) Among the cases of conjunctivitis: and keratitis that arise in 
the course of ordinary practice, many do not appear to be’ due to 
infection by bacteria or viruses: Magitot believes that allergy is 
the most likely explanation in many of these non-infective inflamma- 
tory attacks. By allergy he means the consequence of interaction 
between antigens and antibodies, Such interaction often emerges 
in the form of a supersensitivity. Allergy may be congenital or 
acquired, and is often associated with endocrine disorders or other 
metabolic crises. The congenital form is sometimes ‘called idio- 
syncrasy. : 

The conjunctiva is an important path of entry for sensitising 
Substances, but there is no radical difference between ocular allergy 
and that which arises in other parts of the body. Allergens exist in 
the form of atmospheric particles (e.g., pollen, products of epidermal 
desquamation, and industrial substances) ; may be contained in food 
and drink; or may operate by contact with the victim’s skin or 
mucous membranes (e.g., furs, hair-dyes, cosmetics, and certain 
oils or woods). Various drugs, such as atropine, may ‘provoke an 
allergic reaction. So may insects and parasitic worms. Light, 
heat, cold, and other physical agencies are sometimes to blame, and 
micro-organisms may indirectly be responsible for remote allergic 
effects widely differing from what is found at the site of invasion. 

The author thinks that, in addition to such diseases as spring 
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catarrh and atropine irritation, which are almost universally regarded 
as allergic phenomena, there are numerous other disorders of the 
conjunctiva and cornea attributable to allergy: The conjunctiva, 
like certain other tissues, has only a limited range of responses to a 
multitude of noxious stimuli, whether the latter be of toxic or 
microbic origin. Irritation-of the subepithelial adenoid layer Jeads 
to follicle-formation, not only in spring catarrh, but also in drug- 
intolerance, trachoma, and certain forms of tuberculous conjuncti- 
vitis. Participation of the nervous system in an inflammatory 
process consists of stimulation of the sensory-nerve terminals, 
whereby histamine is liberated, resulting in vaso-dilatation. This 
nervous action is even more pronounced in allergic than in microbic 
inflammation. f 

Phlyctenular disease is prominently mentioned among these | 
allegedly allergic diseases. The author also quotes the work of 
Wessely and A. Loewenstein in support of his contention that 
interstitial keratitis is another manifestation of allergy. The same 
explanation is said to hold good for trachomatous pannus, and for 
metastatic gonococcal eonjunctivitis, in which, it will be remembered, 
no gonococci can be demonstrated in the conjunctival sac. 


J. H. DoGGaRT. 


(2) Devic, Paufique, Girard, P.-F. and Guinet.—Parinaud’s syn- 
drome. Ann, d’Ocul., Vol. CLXXVIII, p. 177, 1945. 

(2), Devic, Paufique, Girard and Guinet report a detailed post- 
mortem histological study of a man, aged 37 years, who had 
sustained a revolver bullet wound in the head 18 years previously. 
Clinically he had displayed a left third cranial nerve palsy together 
with right hemiplegia, i e.,a Weber’s syndrome. It was also noted 
that the patient’s associated upward and downward movements of 
both eyes, whether voluntary or reflex, were abolished. Naturally 
this paralysis of bilateral vertical duction was to a certain extent 
masked by the complete unilateral third nerve palsy, but. it was 
nevertheless definitely established... That is to say, the case was a 
combined instance of Parinaud’s and Weber’s syndrome. 

Examination of the brain revealed complete destruction of the 
left oculomotor nucleus, together with a small slit-like lesion of the 
left cerebral peduncle, passing from before backwards, immediately 
outside the ependymal lining of the lateral wail of the third 
ventricle, to implicate the posterior commissure. The corpora 
quadrigemina were intact, and there was no involvement of the 
posterior longitudinal bundle below the third nucleus. 

There has in the past been considerable diversity of opinion with 
regard to the exact locality of the lesion responsible for Parinaud’s 
syndrome, but the authors of this paper emphasise that the essential 
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anatomical factor isa breach in the posterior commissure; which 
has been aptly designated the chiasma of oculomotor impulses. All 
the fibres that subserve associated vertical movement; whatever may 
be their origin within ‘the cerebral cortex or the te must run 
this gauntlet. 

Parinaud’s syndrome imay arise’from trauma, as in these authors’ 
case; or may be due to infective processes, neoplasms, or vascular 
disorders implicating the mesencephalon. » It has also been observed 
in disseminated sclerosis. The association of a third nerve palsy 
with Parinaud’s syndrome has been noted in a number of cases. 
Among the other features that may arise concurrently, the: most 
important are paralysis of convergence, pupillary changes, bilateral 
retraction of the upper eyelids and hemianopic field defects. 

-Reference is made to the literature concerning cases in which 
reflex vertical movements were retained, in spite of the abolition of 
voluntary sursum- and deorsum-vergence. Although the authors 
recognise that there is strong evidence for the existence of different 
anatomical paths to subserve voluntary and reflex impulses, yet they 
are careful to point out that there is no rigid practical distinction. 


between a conscious act and‘a reflex arc. . 
J. H. DoGGART. 








II.—IRIS 


(1) Davis, W. T., Sheppard, E. and Romejko, W. T. (Washing- 
ton, D.C.).—Leiomyoma of the iris. Amer. Jl. Ophthal., Vol. 
XXVII, p. 467, 1944. 

(1). Davis, Sheppard and Romejko comment on the imposs- 
ibility of making a clinical differential diagnosis between leiomyoma 
and melanoma. Leiomyoma is very slowly growing and does not 
infiltrate the filtration angles or the surrounding structures. Histo- 
logically it is only possible to distinguish between the leiomyoma 
and melanoma by differential staining with Mallory’s phosphotung- 
stic haematoxylin and by the demonstration of myoglial fibres by 
gold impregnation. The cells of a leiomyoma bear some similarity 
in shape and size‘to unstriated muscle fibres in that their nuclei are 
rod-shaped. 

The authors’ case consisted of a pale fibrous mass measuring 9 by 
6 by 3 mm. after partial iridectomy. The neoplasm was composed 
of interlacing fascicles of non-pigmented spindle-shaped cells with 
long fibrillar processes of smooth muscle character. There was no 
inter-cellular collagen. Thé connective tissue stroma was richly 


vascular. 
H. B. STALLARD. 





490 Book : NOTICE 


(2) Ruby, F..McK. (Union City, Indiana).—Essential atrophy of 
the iris. Amer. Jl..Ophthal., Vol. XXVII, p. 171, 1944. 

(2) . Ruby reports the case of a female, aged 28-years, with iris 
atrophy coincidental with paper-dust inflammation of: the conjunc- 
tiva and cornea. Eventually the eye was enucleated. |The cornea 
showed irregular thickening, pannus and opacities. Multiple colo- 
bomata were present in the iris. Peripheral anterior synechiae 
obliterated the filtration angle. There was some cystoid degener- 
ation of the pigment epithelium of the iris and ciliary body. 

The author discusses the pathology. The cause is unknown. 
The condition has been described as abiotrophy (de Schweinitz) and 
*‘embryogenic cytolytic process of late development” (Kricker). 
Treatment is of no avail. 

H. B. STALLARD. 








BOOK NOTICE 


Elements of Gonioscopy, normal, pathological and experimental. 
By ARCHIMEDE Busacca. Pp. 196. 106 figures, including one 
coloured plate. Sao Paulo: Rossilillo Press. 1945. 

Busacca considers that the errors of interpretation committed by 
Trantas and other early workers in the field of gonioscopy were due 
to their comparatively crude methods, and that accuracy is impossible 
without stereoscopic examination. Nevertheless he pays tribute to 
the ‘many skilful observations made by Salzmann in 1915 by 
monocular scrutiny of the angle of the anterior chamber with the 
aid of an ophthalmoscope and contact glass. Busacca favours 
Goldmann’s technique, which was introduced in 1938. A special 
contact-glass fitted with a mirror reflects an image of the angle, and 
this image can then be surveyed with the slit-lamp and corneal 
microscope under ninefold magnification, while the patient sits at 
the apparatus as though he were undergoing an ordinary slit-lamp 
inspection. Thus gonioscopy can be conducted rapidly in the clinic 
without the need of any extra equipment except Goldmann’s adapt- 
able contact-glass. Moreover the slit-lamp permits exploitation of 
the narrow beam, which displays many details that remain obscure 
under diffuse illumination. 

Careful study of stained preparations illustrating the anatomy of 
the angle is an essential part of gonioscopic education, so longas the , 
observer reminds himself that tone in. the ciliary muscle and in the 
dilator iridis necessarily modifies the picture in a living eye. The 
next essential is to examine the angle in numerous people of all ages 
and complexions, so as to avoid the mistake of assigning pathological 
significance to changes that merely represent variations within 
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normal limits. Only when these essential preliminary steps have 
been taken is the gonioscopist in a ‘position to-‘discuss the physio- 
logical and physico-chemical explanation of phenomena. The 
author’s indication of the chief landmarks in gonioscopy is aided by 
an elaborate schematic diagram in which are assembled, for the sake 
of simplification, many features that could not be simultaneously i in 
focus. A series of case-descriptions is supplied to illustrate normal 
variations. 

Visible alterations in the angle resulting from congenital abnor- 
mality, trauma (including operative interference), neoplasm and 
inflammatory disturbance are all carefully considered, but Busacca 
is modest enough to admit that he cannot claim, as some authors 
claim, to be able to differentiate between the various causes of 
anterior uveitis, merely.on the strength of gonioscopic appearances. 
He also admits that there are no pathognomonic changes in the angle 
whereby one form of keratitis can be distinguished from another. 
There are in fact no gonioscopic changes in mild corneal distur- 
bance, and the findings in severe keratitis are due to an associated 
anterior uveitis.. In dealing with goniosynechiae he stresses the two 
main factors in formation, viz., (a) contact of the iris with the outer 
wall of the angle, and (b) adhesion by means of exudate. He goes 
on to insist that there is.no one specific cause, and that goniosyne- 
chiae can arise in many circumstances. 

It is appropriate that the chapter’ on glaucoma should be the 
longest, because much of the intensive work in gonioscopy. has been 
conducted with the object of elucidating the problems raised by this 
disease. Here again the author deplores the pretentious claims 
made by some workers. He confesses that he knows no gonioscopic 
sign, or combination of signs that could be regarded as conclusive 
evidence of glaucoma, and he believes that the rdle of the canal of 
. Schlemm in its aetiology is greatly exaggerated. Nor is he convinced 
that there is any such thing as glaucoma capsulo-cuticulare, in 
which, according to Vogt, the meshes of the scleral trabeculae 
become choked with fragments of exfoliated lens-capsule. These 
_ capsular changes, according to Busacca. are merely a manifestation 

of senility, and they were described by him three years before the 
emergence of Vogt’s conception. 

Concerning experimental gonioscopy the author realises that 
much work remains to be done. He has studied the effect of 
mydriatics and miotics upon eyes which have undergone iridectomy, 
and he describes the changes visible in the lens and in the heads of 
the ciliary processes. With further improvement in technique, and 
with the accumulation of facts garnered trom subjects of all refrac- 
tive levels, may we not hope to solve, asks Busacca, the problems 
of accommodation? He should be congratulated on the authorship 
of a most interesting and amply illustrated book, the joint product 
of clear thinking and clinical acumen. 
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CORRESPONDENCE 


od 


ADVISORY COMMITTEE ON THE WELFARE OF THE 
BLIND, 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


DEAR S1RS,—I ‘have read the article in’ the December, 1945 
topy of the British Journal of Ophthalmology headed Memorandum 
on the Notification and Certification of the Blind. « The figures 
quoted are-those for the year 1942 and I enclose a copy of the 
latest statistics (1945) for the information of the writer of the 
article. 

In paragraph 2 of the article there is a reference to the definition 
of blindness for school children, viz:, “too blind to be ‘able to read 
the ordinary school books used by children.” ‘This definition has 
beenreplaced by the following; “‘ blind pupils, that is to say, pupils 
who have'no sight, and whose sight: is, or is likely to become so 
defective that they require education by methods not involving the 
use of sight.” This new definition is contained in Statutory Rules 
and Orders, 1945, No. 1076. 

I do not quite understand the figures for the L.C.C. mentioned 
on page 658, the total certified plus the number rejected for the 
period 1935 to 1943 come to 8953, whereas it is stated that the 
total is 10917. 

With reference to the statement on page 660 that there are many 
“old people who are not. registered as blind because they are 
receiving Old Age Pensions already." If the pension is non- 
contributory and the persons are under 70, they would normally 
not be granted a Pension unless they are registered blind persons. 
If they are over 70 or are in receipt of contributory old age pensions, 
they would not, if blind, receive supplementary pensions. The 
Assistance Board are precluded from paying supplementary pensions 
to old age pensioners who are blind, and a considerable number of 
applicants for supplementary pensions are passed each year by the 
Assistance Board to the Blind Persons Authority for certification 
and registration as blind persons, 


Yours faithfully, 


F. R. BARNES, Secretary. 


MINISTRY OF HEALTH, 
WHITEHALL, LONDON, s.w.1 
May 30th, 1946 
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OBITUARY 
DRUGS AND THEIR SUBSTITUTES. 


To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY, 


DgEak Sirs,—In your interesting annotation on drugs and their 
substitutes, in the July number of this journal, your concluding 
sentence runs ‘‘ What a nightmare of a life it will be if we have to 
account for every drop of homatropine and cocaine we use.” 

During the early part of the war, I had the good fortune to be 
working at the Ministry of Pensions, where the officials were kind, 
human and co-operative, but did not seem to trust their Ophthalmic 
Surgeons to the extent of allowing them free use of a bottle of 
homatropine and cocaine. Every drop instilled into a patient’s 
eyes had to be solemnly entered in a book kept for the purpose. 
So far as I remember, the entry was made in red ink, and had to be 
signed or initialled by the surgeon who had instilled the drops. 

No doubt there are many more flagrant instances of bureaucratic 
inanity, and they will doubtless increase with increasing state 
control of our profession, but I felt, in view of the closing sentence 
of your annotation, that my experience was worthy of mention. 


Yours faithfully, 


F. A. WILLIAMSON-NOBLE. 


27, HARLEY STREET, w.l. 
June 24th, 1946. 








OBITUARY 


JAMES TAYLOR, C.B.E., M.D., F.R.C.P. 


THE death of James Taylor, on June 6, 1946, at the age of 87 years, 
is a break in the history, not only of neurology, but also in ophthal- 
mology, for he was Physician to Moorfields Hospital for many years. 
He numbered Hughlings Jackson, Gowers, Ferrier and Horsley 
among his neurological friends, and Marcus Gunn, Nettleship and 
Jonathan Hutchinson on the ophthalmological side. 

Born in Forresin 1859, he was educated in Forres Academy and 
Edinburgh University, and was house physician at the Edinburgh 
Royal Infirmary and Hospital for sick children. Later he put in 
post-graduate work in Germany before his appointment as. House 
Physician at the National Hospital, Queen Square. Having deter- 
mined on) neurology as his career he held the post of Pathologist at 
Queen Square and was afterwards elected to the Honorary staff. 
Taylor joined the Ophthalmological Society in 1891, served on the 
Council 1894-97, was Medical Secretary, 1897-1900, Vice-President, 
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1910, and Hon. Treasurer, 1911-18. He served as President of the 
Neurological and Ophthalmological sections of the Royal Society of 
Medicine as well as of the Harveian Society. He was awarded the 
C.B.E. in 1920. 

James Taylor's literary output ‘was considerable ; He assisted 
Gowers in editing the 3rd edition of the latter’s Manual of Diseases 
of the Nervous System: He also edited with Gordon Holmes:and 
F. R. M. Walshe “ Neurological Fragments”’ of Hughlings Jackson 
and contributed the biographical memoir of his old: chief.. This 
was followed in 1931 by two volumes of “Selected Writings’’ of 
Hughlings Jackson, while earlier in his career he had brought out a 
book on Paralysis and Nervous Diseases in Childhood and Early 
Life. He had the happy faculty of being able to secure the confi- 
dence of little children and was an excellent all-round physician as 
well as a master in Neurology. For many years-he practised at 
49 Welbeck Street. Our sympathy is extended to his widow and 
only daughter who survive him. 

Dr. Gordon Holmes writes :— 

By the recent death of Dr. James Taylor at the age of 87, the 
Ophthalmological Society has lost one of its oldest members who 
served both as its Secretary and Treasurer, and Moorfields the 
senior member of its Consulting Staff. 

From 1899, when he was appointed physician to Moorfields, the 
medical side of ophthalmology was one of his chief interests and to 
it he made several valuable contributions. As he was during these 
years also physician to the National Hospital for Nervous Diseases, 
the neurological aspects of affections of the eye naturally attracted 
him, and his close association with Hughlings Jackson, who was one 
of the first in England to use the ophthalmoscope and who always 
insisted on the importance of; the study of eph thal mology by 
physicians, also determined this bent. 

Taylor was also an excellent general physician whose opinion on 
medical problems related to disease of the eye was widely sought by 
his colleagues. 

It was at Moorfields too, that he met his wife, who proved an 
ideal companion in a happy married life of over forty years. 


MAX MEYERHOF 


News of the death of Meyerhof has only just reached us. A 
scientific ophthalmologist and a renowned medical orientalist he 
practised in Cairo for more than forty years. He settled there 
after having completed an assistantship with Uhthoff of Breslau, 
the teacher of Axenfeld. Previously he had published a series of 
communications on the pathological anatomy of the eye, mostly on 
tumours, in Axenfeld’s Klinische Monatsblatter. From 1905 to 
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1914 he made many contributions to German and French ophth- 
almological journals on the bacteriology and pathological anatomy 
of various forms of conjunctivitis. He was an original member of: 
the Ophthalmological Society of Egypt, which held its first meeting 
in 1903, and he made important contributions to the Annual 
Bulletins of the Society’s Congresses. 

He happened to be in Germany, (he was born in Hildesheim), on 
the outbreak of the 1914 War and on returning to Egypt in 1919, 
adopted the Egyptian nationality. The writer of this obituary had 
the privilege of preserving his library from destruction and of 
obtaining permission for his early return to Egypt on cessation 
of hostilities. 

Meyerhof succeeded Julius Hirschberg as the premier medical 
orientalist of Europe. In 1928 the Cairo Government Press pro- 
duced his beautiful volume in English, with Arabic text, of “The 
Ten Treatises on the Eye,” ascribed to Hunain ibn Is-Haq, and 
dating from 809 to 877:A.D. In 1933 the firm of Cusi published 
from a Barcelona Press a translation in French by Meyerhof from 
the original Arabic of the works of a twelfth century Spanish-Arabic 
author, named Mohammed ibn-Qassoum ibn-Aslam al-Ghafiqi. 
The book is tastefully arrayed in vellum and beautifully printed. 
Both of these volumes-were reviewed at length in this Journal. 

At the International Congress of Tropical Medicine and Hygiene 
in 1928 Meyerhof made a report in English on Arabic MSS. which 
he found in the National Library of Cairo. These were by the 
Cairo physician Ali ibn-Ridwan, who practised in the eleventh 
century of our era as Chief of the Physicians under the Fatimid 
Caliph al-Hakim. 

Although Daviel immortalised his name as having been the first 
to extract a cataract from the globe in 1752 Meyerhof showed that 
in the second century A.D. Antyllus of Alexandria visualised this 
operation instead of the couching operation then in vogue. 

Meyerhof was an honest man and a candid friend. 


STEWART MACKY, M.B., D.O.M.S. 


WE record with regret the death in New Zealand of Mr. Stewart 
Macky, M.B., D.O.M.S. 

Stewart Macky was born in Auckland in 1890, of old New Zealand 
stock, his family having been pioneers three generations before. At 
the age of 14 he was sent to Australia, the homeland of his mother, 
to be educated at Mr. Stevenson’s School in Melbourne, and after- 
wards at Melbourne University, from which he graduated M.B., 
B.S. in 1914. Fora time he was attached to the Hamilton Hospital, 
N.Z., where he earned a considerable reputation as a general surgeon, 
but eventually he returned to Melbourne and engaged in general 
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practice, both in that city and in country districts. It was as a 
general practitioner that he became interested in ophthalmology and 
decided to.come to England for further study. 

Although for many years Clinical Assistant at Moorfields, it was 
with the Western Ophthalmic Hospital that Macky’s work in 
London was most closely associated. He served the Western in 
several capacities for over 15 years, having first joined its staff as 
junior house-surgeon in. November, 1930. Later, he became a Chief 
Clinical Assistant and in August, 1940, was appointed a temporary 
assistant surgeon with charge of beds and an out-patient clinic. This 
appointment he held until his departure for New Zealand last April. 

Macky was associated with the founding of the orthoptic depart- 
ment at the Western and supervised it continuously until his 
resignation. Orthoptics interested him keenly and his distance 
fusion test, although, perhaps, not yet quite perfected, is simple 
and practical and the only one of its kind. His investigations with 
the Bjerrum screen reached a high order of accuracy. Recently he 
was interested in the relative size of the blind spot in eyes with 
physiological cupped discs, and succeeded in establishing that the 
normal limits of the blind spot in these eyes are appreciably higher 
than the usual standard implies. Probably, however, his skill in 
detecting retinal holes and tears in cases of detachment is the 
accomplishment that will remain longest in the memories of his 
colleagues at the Western. In this very important detail of technique 
the writer has never seen, either here or in the centres of detachment 
surgery abroad, anyone who surpassed him. His success in detecting 
and marking-out tears, which others had failed to find, often after 
prolonged examination, was almost uncanny, and he was constantly 
asked by many members of the staff to examine their patients before 
operation. Altogether, it may be said that Macky was a very pains- 
taking and reliable clinician, who never hurried or scamped his work, 
and whose opinion was always valuable. 

Macky impressed all who knew him well.as a man of outstanding 
personal integrity. He was brought up asa Unitarian and, although 
a shrewd judge of character, was distinguished by a certain reticent, 
sensitive disposition, which. nevertheless, gave him much understand- 
ing and tolerance of the weaknesses and’ common failings that we 
see more-easily in others than ourselves. His friendship was valued, 
not only by his ophthalmic colleagues, but also in a wider literary 
and artistic circle. Hard-working, highly intelligent and modest to 
a fault, his sudden death, within a week of his arrival in New 
Zealand, has made.a proportionately deep impression on his friends 
and colleagues in this country. 

Macky married in 1916 Mrs. Anne Meyrat. His family life was 
a happy one, and much sympathy is felt for Mrs. Macky and their 
two daughters, who had planned to follow him to New Zealand at 


the first opportunity. 
A. RucG-GuNN. 














